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Background: Finland’s health care system has been internationally recognized.  However, the 
issue of inequity in access to health care services has been an ongoing matter in recent years.  
The labor status is said to have an important impact on the level of physician visits.  This thesis 
aims to examine the potential differences in physician visits among four groups in the structure 
of the labor market.  
 
Methods: The data was a postal survey in 2003 and was attracted from the Health and Social 
Support Project (HeSSup).  Visits to physicians in public health care, occupational health care, 
and private health services during 12 months were used as indicators of service utilization.  
Respondents were categorized as employees who were full time employed, part time employed 
and those who experiencing short term and long term unemployment.   Binary logistic 
regression was used to obtain odds ratio to examine for the differences in doctor visits among 
these groups of employees.  
 
Results:  Full time participants visited a physician in occupational health care most often, 
whereas long term unemployed respondents had physician visits most often in public health 
care.  An analysis based on labor market status showed that the lowest odds ratio in 
occupational health care for the unemployed and in particular among the long term unemployed 
(OR 0.368, 95% CI 0.247 – 0.547). 
 
Conclusion: The use of physician services varies based on labor market status.  It is relative 
high among the full time employed and it is relatively low among the unemployed.  The main 
reason for this variance lies in the existence of the three different pathways of the Finnish health 
care system.  
Avainsanat – Nyckelord – Keywords: Inequity; Logistic regression; Odds ratio; Public health 
care; Occupational health care; Private health care; Health policy; Finland; Nordic countries  
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INTRODUCTION 
Finland is internationally recognized by its high quality and efficient health care system, 
with universal access, a core principle of Finnish health care policy.  According to the 
January 2008 the National Research and Development Center for Welfare and Health 
(STAKES) Report, the goals of the Finnish health policy are equal distribution of health 
and diminishing health differences between socioeconomic and other population groups.  
Moreover, all residents are guaranteed adequate health and medical services within the 
border of each municipality where they reside.   
 
What is the origin of Finland’s health care system? The Finnish health care system 
resembles those of other Nordic countries in its: tax-based funding publicly owned and 
operated hospitals, universal access based on residency, and comprehensive coverage 
(Magnussen et al. 2009).  Although the Nordic health care systems share a number of core 
aspirations, each country’s system functions and is organized differently in structure in 
policies, and in the way strategies are conceived and implemented (Magnussen et al. 2009).  
The Finnish health care system is said to be the most decentralized of all the Nordic health 
care system (This will be discussed further in the following chapter).    
 
In comparing the effectiveness of Finland’s health care system with those of other 
Organization for Economic Co-operation and Development (OECD) countries, age-
adjusted mortality is an important proxy indicator.  An aggregate study by Teperi et al. 
found that in 2007 Finland ranked eighth of 19 OECD countries in life expectancy.  In 
2007, the child under 5 years mortality rate in Finland was among the lowest in the world at 
2.7 deaths per 1,000 live births (Teperi et all, 2009).  The following table illustrates total 
expenditures on health in Finland.  Compared with other OECD countries, Finland’s 
overall health expenditure is low (i.e., 7.5 % of Gross Domestic Product versus the OECD 
average of 9.2%).  One of the reasons for this is that health care professionals have 
relatively low salaries.  In addition, according to Teperi et al, the unit costs of Finnish 
hospital services (after control for wage levels) are the lowest of the four largest Nordic 
countries (2009).   Moreover, Finland has repeatedly ranked in the top two least costly 
health system among the 15 “old” European member states (Teperi et al. 2009). 
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Table 1: Key measures on health and the health care system in Finland and EU15 
countries (2005) 
 
  
Finland 
EU. 
Avg. 
Life expectancy at birth _year 78.9 79.4 
     
Infant mortality - Deaths/1,000 live births 
Obese population - % total pop., BMI > 30kp/m2 
Population: 65 and over - % total population 
3.0 
14.1 
15.9 
3.9 
13.4 
16.2 
     
Total expenditure on health - %total expenditure on health 
Public expenditure on health - % total expenditure on health 
Doctors' consultations- number / capita 
Acute care bed days - number / capita 
Practicing physicians - density / 1,000 pop. (HC) 
7.5 
77.8 
4.3 
0.9 
2.4 
9.2 
76.4 
5.8 
1.1 
3.4 
Source: Teperi et al. 2009 
 
 
The Finnish health care system is recognized as being highly diversified, with 
municipalities responsible for arranging the majority of public health care services and with 
national authority is limited.   According to many health economists, some of the concerns 
over equity that have risen in recent years in Finland are due to the existence of many 
health care pathways, including municipal health care, occupational health care, and private 
health care.  In addition the existence of several health care pathways, increases in user-fees 
for public health care services has also contributed to worsening equity in that user fees 
create a barrier to accessing health care for disadvantaged and low-income households.  
User fees refer to out-of-pocket expenditures that must be paid by patient using health care 
services.  Note that user fees account for 7% of municipal health care expenditures.  User 
chargers are not collected directly at the point of care (Tepri et al. 2009).  Also according to 
Teperi et al. legislation and government decrees define an annual limit that can be charged 
for public sector health care user fees, which is at 590 euros.  After reaching that limit, 
patients receive outpatient services without additional user fees charged with an exception 
of daily inpatient charges that are capped at 14 euros per day (2009).  (More information 
about different prices charged at health centers is provided in the Appendix)  
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Over the past 5 years, concerns about equitable health care services are growing, 
and there have been many studies focusing on this problem.  In particular, this was 
highlighted in a 2006 study by Doorslaer et al. that involved extracting the numbers of 
visits to general practitioner to measure equity in doctor utilization by income.  The authors 
concluded that the degree of pro-rich inequity (i.e., more use among wealthier people) in 
doctor use was highest in the United States and Mexico, followed by Finland, Portugal, and 
Sweden for the year of 2000 (This study will be reviewed in more depth in Literature 
Review section).  The study’s results support that high-income patients used more health 
care services than low-income people.  Today, in general the majority of Finns are satisfied 
with the national health care system.  However, increasing concerns are surfacing about 
inequities in access to health care services for socioeconomically disadvantaged people and 
for people living in geographically remote regions of the country.  Inequity in access to 
health care services is believed to lead to inequity in health.   In order to understand better 
the topic of inequity of health care access.   I will first define “equity in health.”  Equity in 
health has been defined variously in public health literature and practice.  According to U.S 
Department of Health and Human Services (DHHS), health equity is attainment of the 
highest level of health for all people.  Achieving health equity requires valuing everyone 
equally with focused and ongoing societal efforts to address avoidable inequalities, 
historical and contemporary injustices, and the elimination of health and health care 
disparities.   Similarly, World Health Organization (WHO) defines health inequities as 
avoidable inequalities in health between groups of people within countries.  These 
inequities arise from inequalities within and between societies.  Social and economic 
condition and their effects on people’s lives determine their risk of illness and the action 
taken to prevent them becoming ill or treat illness when it occurs.  
 
The Finnish health care system has undergone substantial changes since after the 
Second World War.  During 1960s, Finland had the lowest density of medical doctors in 
Europe with the exceptions of Turkey and Albania (Teperi & Vuorenkoski 2006). Finland 
suffered a major economic crisis between 1990 and 1993.  Before the crisis, unemployment 
among physicians, dentists, and nurses was practically nonexistent (Teperi et al, 2009).  
However, during the crisis, unemployment rates increased even among health 
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professionals, with reductions in health care budgets leading to huge cuts in numbers of 
clinical staff.  All municipalities were affected during this crisis.   
Since 1994 the Finnish economy has recovered from the crisis, and municipalities’ 
economic situations have also improved.  During the last 10 years, the economy has grown 
rapidly and unemployment has reduced significantly, falling to 6.8% in January 2008 
(Vuorenkoski, 2008).  However, the people who were most recently unemployed tended to 
find jobs quickly, while the people who had been long-term unemployed found it more 
difficult to become reemployed.  Moreover, regional differences in unemployment have 
become more profound as working age people have tended to move from rural areas to 
larger cities (i.e., southern Finland) where the majority of jobs are found.  Also at the same 
time the growing aging population is being abandoned in the regions.  This flight of 
younger, healthier, working-age people to the cities has led rural municipalities to 
increasing responsibility for a growing older population while facing a declining tax base to 
cover basic services, including health services (Vuorenkoski, 2008). 
 
The Finnish health care system changed dramatically in 1993 after the State 
Subsidies reform was passed (Details of this reform will be discussed in the Historical 
Background section).  With implementation of this reform, each municipality gained more 
power in authority (i.e., decentralization in services) while at the same time receiving fewer 
national resources.  Concerns about health care inequities have particularly emerged since 
the implementation of that reform (Koivusalo, 1999).  Each municipality receives some 
subsidies based on their need in their medical budgets.  Because municipalities are sized 
differently (i.e., large municipalities have higher population and larger medical budgets 
than small municipalities), the health costs varied across regions as well as over time (see 
Table below).  Medical expenses per household were highest in Greater Helsinki in the two 
time periods studied (1987 and 1995 to 1996), and were lowest in Northern Finland. 
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Table 2: Households ‘medical expenses per family member (in Finnish marks, 1996 
prices) in1987 and 1995-6 by region  
 
Region 1987 1995 - 1996 
Greater Helsinki 2281 2366 
Southern Finland* 1650 1977 
Western Finland 1693 2147 
Eastern Finland 1749 1928 
Northern Finland 1475 1916 
*Excluding Greater Helsinki 
Source: Koivusalo, 1999 
 
 
As of 2013, Finland had 320 municipalities, of which 107 were cities. As noted 
earlier each municipality has its own power to levy taxes and to decide the scope of 
services, including health care services.  Because potential tax revenues are directly related 
to the size of the taxable population, there is a danger of increasing inequity in services, 
especially between urban and rural municipalities (Koivusalo, 1999).  Additionally, with 
the implementation of the State Subsidies reform, user fees are becoming almost as 
important in paying for public health services as direct taxation.  As the use of user fees as 
a method of financing health care increases, inequities in accessing health care services 
between municipalities (as well as among various population sub-groups) are becoming 
more pronounced.  The expansion of decentralized services, as well as the State Subsidies 
reform encouraged municipalities, health professionals, and hospitals to recover costs from 
patients.  But as noted, by increasing user fees, lower income populations become more 
vulnerable and less able to cover basic health care costs, and consequently, low-income 
groups are likely to be increasingly subjected to poorer health.   
 
Why is the topic inequity in accessing health care services so important today?  The 
principle of inequity in access health care services is increasingly important in Finland 
because universalism and equality are recognized as core Finnish health care principles and 
inequity in basic health services goes against these core values.  Inequity of health services 
may even impose a social threat if population subgroup is perceived to have more 
advantages in accessing services than other groups, e.g., employed patients can choose 
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from occupational health care in addition to municipal health care and occupational health 
care is free of charge and guaranteed by their employers.  From a societal perspective, 
because health care is considered a right to each citizen of Finland, inequity in access to 
that health care is important to address.  In this study, I will go deeper and focus more on 
analyzing the extent of and factors associated with inequity in accessing health care 
services, focusing particularly on physician visits based on individuals’ employment status.  
Historical background 
The issues addressed in this section are how the Finnish health care system is 
organized and functions, and when the issue of inequity began to emerge in Finland.  The 
current Finnish health care system developed significantly from a very basic and 
rudimentary system into one that is internationally recognized (rudimentary system refers 
to a system which is primitive or basic and undeveloped).  In general, Finns are satisfied 
with the health care system in spite of the recent concerns about inequity.  As the face of 
medical science advances, the story of access and equity is anticipated to also change in 
which it emphasizes sufficient goals in terms of improving quality and achieving financial 
sustainability.  Concerns about the aging population and rising public expectations on 
health care are also likely to lead to an increase in costs.   Therefore, reforms will be needed 
to encourage the efficient use of resources.  In particular, the Finnish health care system has 
been promoting a more “value-based system”, i.e., one in which both payers and health care 
providers compete on value in order to deliver better health outcomes per euro spent 
(Teperi et al. p.45, 2009).  Along with promoting a value-based system, the Finnish health 
care system has also strongly acknowledged the concept of “universal access”, i.e., the 
health care system offers access to all residents regardless of their employment status, 
ability to pay, age, or other factors.  The concept of universalism has been a fundamental 
principle in the Finnish health policy for several decades.  
 
The Finnish health care system has changed considerably during recent decades.  
Starting from the early 1950s to early 1960s there was substantial investment in building 
hospitals.  However, in the late 1960s, it was realized that the new hospital network could 
not effectively manage many serious, but common health problems, such as cardiovascular 
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disease because the system’s primary care and preventive resources were weak (Teperi et 
al, p. 36, 2009).  During the following two decades, improving primary health care centers 
became the focus, with these centers offered a wide range of services.  Subsequently life 
expectancy in Finland has increased, with male life expectancy in Finland increasing more 
than that in other European countries, and with Finnish females already living longer than 
most other Europeans.  
There have been a number of important Acts and Reforms regarding the 
development of Finnish health care system.  However, in this study I will focus on the two 
important Acts whose implementations has been changed the system dramatically.  First, 
the Primary Health Care Act took place in 1972.  According to World Health Organization 
(WHO), this act represents one of the major milestones in the history of Finnish health care 
(Finland 2008).  The new legislation introduced municipal health centers as the foundation 
of primary health care, with the objective of offering primary care services free of charge 
(Vuorenkoski, 2008).  Second, the State Subsidy Reform of 1993 was a major reform in the 
financing of health care, and one of the most important steps in the deregulation process 
(Järvelin 2002).  This reform led to three major changes: a redesign of the state subsidy 
system, a relaxation of the rules on service provision, and centralization of detailed 
planning (Vuorenkoski, 2008).  First, the redesign of the state subsidy: Initially there was a 
payment system for primary care with specialists guaranteed to be paid as long as the costs 
for services were approved as part of the rolling-five year plans.  This was replaced with 
the new system in 1993 (Vuorenkoski, 2008) in which state subsidies are now paid to 
municipalities instead of to municipal service providers including health centers and 
hospitals.  This allows more control of costs.  Second, a new ruling in the law means that 
municipalities were given the freedom to buy services from private providers. Purchasing 
services from private providers had been rare, but had been increasing in the recent years.  
Third, the reforms led to the decentralization of detailed planning of health services to the 
municipalities and to municipal federation.  The following table represents the key points in 
the history of Finnish health care system.  
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Table 3: Milestones in the history of Finnish health care system 
 
Period Event           
1940s 
New act introducing a General Practitioner (GP) to every 
municipality.   
 Establishment of maternity and child care    
 Measures to treat and prevent tuberculosis     
       
1950s Development of the hospital system    
       
1960s 
Introduction of the National Health Insurance 
(NHI) scheme    
 Strong increase in the number of medical doctors to be trained   
       
1970s 1972 Primary Health Care Act and establishment of health centers  
 Introduction of the national planning system    
 Developments in occupational health care    
       
1980s Health care and social services into the same national planning and financing system 
 "Personal doctor" system introduced in health centers   
 
Beginning of deregulation and 
decentralization    
       
1990s Increasing deregulation and emphasis on municipal autonomy   
 Reforms in the state administration of health care    
 1993 state subsidy reform     
 Maintaining health care services during and after economic recession  
       
2000s National Project to Ensure the Future of Health Care   
 Specific time limits for waiting times     
  Project to restructure municipalities and services     
Note: GP: General Practitioner; NHI: National Health Insurance   
Source: Lauri Vuorenkoski, 2008 
   
 
Besides changes in health care system, employment condition in Finland has changed 
drastically since the Employment Contract Acts in 2001.  The Acts is known as the 
“constitution for working life” in Finland (Details of the Employment Contract Acts will be 
presented in the Appendixes).  According to the Finnish Ministry of Labor: 
The Act governs issues such as drawing up contracts of employment and other 
issues pertaining to employment such as the terms and conditions of employment 
and rights and duties of employers and employees in areas not governed by public 
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law.  Consequently, the Act is relevant to the right to non-discrimination and 
equality in a number of ways. For example, section 2 of chapter 2 (Employer’s 
obligations) sets out that the employer shall not exercise any unjustified 
discrimination against employees on the basis of age, health, disability, national or 
ethnic origin, nationality, sexual orientation, language, religion, opinion, belief, 
family ties, trade union activity, political activity or any other comparable 
circumstance. Section 11 of chapter 13 sets out the penalties for a violation of the 
non-discrimination provision contained in chapter 2 by stating that the penalties are 
those laid down in chapter 47, section 3 of the Penal Code (39/1889). 
Since the implementation of the Employment Contract Acts, the proportion of employment 
has changed.  For example, the number of working full time employees
1
 decreased 
considerably.  According to Helsingin Sanomat international edition, from October 2001 to 
October 2002, the number of jobs decreased by 11,000 jobs, whereas the number of part 
time
2
 and fixed term
3
 jobs increased substantially (an annual increase in 13,000 workers in 
one year from 2001 to 2002) (2002).  The definitions of different types of employment are 
based on the website of Official Statistics of Finland and are presented in the footnotes.  
Also stated in Helsingin Sanomat international edition, fixed term contracts tend to weaken 
the quality of life of the employees as wages hardly raise, paid vacation time is scare and 
the threat of unemployment is always present (2002).  In 2003, the number of part time and 
fixed term jobs account for the majority of labor force in Finland.  This arrangement of 
fixed term contracts is said to give Finland more competitiveness However, I will only 
focus on analyzing the difference in doctor visits between the employed and the 
unemployed for the year of 2003.  The unemployment rate in Finland was 9,1% in 2001 
                                                 
1
 Employees or self-employed persons who report they work full-time in their main job are 
classified as full-time workers. The definition is not based on any hour limits, but on the 
respondent's own idea of the work being full-time. 
 
2
 Employees or self-employed persons who report they work part-time in their main job are 
classified as part-time workers. The definition is not based on any hour limits, but on the 
respondent's own idea of the work being part-time. 
 
3
 Employees with an employment contract for a fixed term, for a trial period, or for carrying 
out certain tasks are considered as being in temporary employment. 
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and it decreased by 9,0% in 2003 (illustrated in Table 4) .   (Tables for different categories 
of employment are presented in the Appendix).    
 
Table 4: Macroeconomic indicators, 1996-2005 
 
  1996 1998 2000 2003 2004 2005 
GDP (million euro) 99258 117111 132272 143974 151935 157377 
GDP per capita (euro) 19367 22727 25555 27682 29066 30005 
GDP growth (annual %) 3.7 5.2 5.0 1.6 3.5 2.9 
Unemployment (% of labor 
force) 14.6 11.4 9.8 9.0 8.8 8.4 
Labor force (total, million) 2.49 2.51 2.59 2.61 2.59 2.62 
Poverty rate (less than 60% 
of median income %) 8.3 9.7 10.4 11.0 11.9 12.3 
Income inequality (GINI %) 22.1 24.6 26.5 25.5 26.5 26.5 
 Source: Lauri Vuorenkoski, 2008 
Research questions 
The aim of my research is to examine and analyze if there exists inequity in access 
to health care services regarding doctor visits and based on labor market status (i.e., if a 
participant is employed or unemployed).  Hence, this thesis includes both theoretical and 
empirical work.  Theoretical analysis will be presented in the Literature review section and 
empirical analysis will be presented in Chapter 4.  The specific research questions of this 
study are (1) “What is the difference in the level of doctor visits based on labor market 
status? and (2) “To what extend does the difference in the level of doctor visits represent 
inequity in access to health care services?”   
Structure 
The thesis is structured in the following manner.  Chapter I will introduce the 
theories, methodologies, and literature review used regarding inequity in accessing to 
health care services.  Chapter II will present data about the Finnish health care system in 
the context of other Nordic health care systems.  In this chapter, I will focus on how the 
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origins of the Finnish health care system out of existing Nordic health care systems, and I 
will provide some comparisons of the health care systems of other Nordic countries (i.e., 
where inequity is more significant taking other factors into account).  Chapter III provides 
an exploration of the Finnish health care system, including municipal health care, private 
health care, and occupational health care.   Occupational health care will be analyzed in 
more depth than the others.  Finally in Chapter IV, I will provide a more quantitative 
approach to carefully examine the issue of inequity in accessing to health care according to 
employment status.  In other words, I will analyze the level of inequity based on doctor 
utilization according to labor market.  I will use data collected from the Health and Social 
Support Project (HeSSup) to access nationally how physician-visiting times differ between 
people who are unemployed and who are employed.  The collected data consists of persons 
who are:  employed full time, employed part time, unemployed over the short term and 
unemployed over the long term and the analysis will control for other variables, such as 
gender, age, and educational status.  Conclusions will be drawn from the data analyses and 
limitations of the study will be discussed.  Several possibilities for future research will also 
be suggested. 
 
CHAPTER I 
Theories 
The issue of inequity in health care access in Finland has been one of fairly recent 
concern, and many researchers have tried to evaluate some of the underlying reasons for it.  
One reason creating inequity is the organizational structure of health care itself.  The 
Finnish health care system consists of three different pathways: municipal health care, 
private health care, and occupational health care.  In addition, the Finnish health care 
system is organized as a decentralized health care system, with rather weak state (national) 
regulations.  State subsidies are given to municipalities, thus allowing municipalities 
freedom to decide the scope of their services.  This system has the potential to create 
inequities in health services across different geographical areas.  For example, 
municipalities located in urban areas compared with municipalities in rural areas are more 
convenient to doctors and resources are more concentrated in larger municipalities as 
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opposed to smaller municipalities.  Besides the existence of inequity across municipalities, 
there is inequity between the three different pathways.  Employed people can either choose 
municipal health care services or occupational health care services, whereas unemployed 
people have municipal health care as their only option.  Furthermore, people with higher 
socioeconomic status can access and benefit from the private sector, which has shorter 
waiting times, whereas the private sector is typically not available to people with low 
socioeconomic status.  In addition, inequity also exists within occupational health care, as 
the scope of services depends on employers.  This means that employers from larger 
companies or institutions are more likely to afford (and therefore provide) a broader range 
of health care services compared with employers from smaller companies.  I will examine 
quantitatively inequities in access to health care services based on employment status in 
Chapter IV.   
Methodologies 
In this thesis, I will use both qualitative and quantitative methodologies to address 
my research questions.  Several qualitative studies have approached the issue of inequity 
from different angles (these will be examined in the Literature review section).  In the 
quantitative method, I will examine data on unemployed and employed regarding physician 
visits controlling for educational status, age, and gender (i.e., the data for this study will be 
analyzed later in Chapter III). 
The data for this study was collected from the Health and Social Support Project 
(HeSSup).  HeSSup is a longitudinal study on a population sample that is representative of 
the Finnish population overall.  The data were based on a postal survey in 2003 of 16,000 
Finns born from 1944 to 1978.  Participants were classified into four different age groups: 
25-29 years, 35-39 years, 45-49 years, and 55-59 years.  The participants’ visits to 
physicians in public health care, private health care, and occupational health care were 
recorded.  In addition to the three health care providers, I will also include hospital 
outpatient clinics and dental care in my analysis.  Respondents were classified as either 
employed full time, employed part time, unemployed over the short term (defined as 
respondents receiving allowance for the first 500unemployment days), and unemployed 
over the long term (receiving compensation after 500days).   In order to estimate doctor 
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visits by differing age groups by labor market status, I will use odds ratio as a measure and 
will define the full time employed as the reference group.  In order to do the data analysis, I 
will use SPSS statistics.  SPSS statistic is a software package used for statistical analysis.   
More details of data description will be discussed in Chapter IV. 
 Literature Reviews 
From the international perspective, the World Health Organization (WHO) 
considers healthcare to be a right.  The WHO Director General Dr. Margaret Chan has 
stated that “the world needs a global health guardian, a custodian of values, a protector and 
defender of health, including the right to health.”  Furthermore, the WHO Constitution 
enshrines the highest attainable standard of health as a fundamental right of every human 
being (WHO Key Facts).  Concerning health care, Finland affirms that equity in access to 
adequate health and medical services is guaranteed to all residents in the nation’s 
Constitution.   
Research on access to health care services emerged in the 1990s; however, studies 
especially related to Finland’s health care system are limited.  Previous studies have 
explored inequity from different angles, although covering similar ground on whether 
inequity exists geographically and socioeconomically or regarding specific diseases or 
health conditions (i.e., revascularization).  More recently, the topic of inequity in health 
care has been one of growing concern in the Finnish popular press, as there is a perception 
that inequity is growing and becoming an important societal problem in Finland as the 
nation’s population ages.  Studies on health care access are useful for policy makers in 
health care decision-making, and perhaps most of all to help introduce a means of reducing 
health inequities among specific populations – including inequity in accessing health care 
services.     
 
Most of the research of this topic is from Sociaali-ja terveysalan tutkimus-ja 
kehittämiskeskus (STAKES); in English “the National Research and Development Center 
for Welfare and Health.”  In the January 2008 STAKES Reports, the researchers claimed 
that a major reason for inequity in accessing to healthcare was the existence of three 
different pathways to health care in Finland, including (1) municipal health care, (2) private 
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health care, and (3) occupational health care.  Among these three provider groups, 
municipal health care is currently the main provider, supporting approximately 50% of 
Finland’s working age population (e.g., 70% of outpatient physician visits and 95% of 
inpatient care period) (Vuorenkoski, 2007).  However, private and occupational health 
services are also growing significantly, and today in 2013 these support approximately 25% 
and 25%, respectively of the working age population.  The differences in these systems 
may undermine the government’s principle of inequity of health care.  In addition, 
increasing of user fees can make lower-income/poor residents more vulnerable in ability to 
access of health services, as they may not be able to afford the basic costs of services entry.  
In the STAKES Report, the authors suggested that one means of addressing this was the 
use of payment ceilings for user fees in public health care.  This method is said to be able to 
reduce the negative effects on equity in access to health care services, including costs spent 
on medication and transportation.  However, some researchers note that payment ceilings 
still impose a risk upon the most poor (the worst off) members of society (Wahlbeck et al, 
2008).  That study underlined the geographical inequity (i.e., regional differences) in health 
care access, noting that there are unbalanced health care services among large cities and 
urban areas versus smaller cities and rural populations.  Additionally, the depopulation of 
the northeast part of Finland, accompanied by internal migration to the southwest, coupled 
with the growing older population, all contribute to inequity in accessing to health care 
services.  It is currently easier to access care in urban areas as opposed to rural areas.   
Rural and remote areas often lack private health services, and may have adequate staff 
(providers as well as other technical personnel) to cover public health services.  This 
creates geographical inequity in access to health care (Wahlbeck et al., 2008).   
 
Since the Finnish health care system is decentralized, decisions about service 
utilization and costs are left to the regions.  While national policies exist, the regulatory 
authority of the national government is rather weak.  As a result, significant differences 
have emerged among various municipalities in terms of resources devoted to health care, 
structure, and organization of the health care system, and the supply of health care services 
(including health professionals and commodities).  In particular, physician shortages has 
become a critical problem in some rural municipalities as medical doctors becoming 
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increasing prone to remain in cities.  The inequity in distribution of physician is clarified in 
the following figure, assessing doctor visits by different organizational pathways.  
 
 
 
Source:Häkkinen & Alha 2006 
 
Figure 1
4
: Inequity indices (95% confidence intervals) for visits to a doctor by sector in 
Finland in 1987, 1996 and 2000/2001 (STAKES, Reports 1/2008) 
 
The above table refers to the inequity that exists from 1987 to 2000/2001 between 
different health care pathways: public health centers, occupational health care, hospital 
outpatient services, and private services.  In the figure, the x-axis describes doctor visits in 
different health care organizations, and the y-axis represents the 95% confidence interval of 
inequity for doctor visits.  The figure illustrates that more doctor visits occurred in 
occupational health care and private services, and many fewer doctor visits occurred in 
health centers.  In addition, the number of doctor visits at health centers is decreasing (i.e., 
is negative) compared with doctor visits in occupational health care and private services.   
Furthermore, the figure also shows that inequity in doctor visits is pronounced in 
occupational health care and private health care.  The reason for higher inequity in 
accessing private health services is that the low level of reimbursement for private health 
                                                 
4
 Age, gender, long term morbidity and self – rated health used as indicators of need 
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services restricts access to the private services for people in the lower economic segments 
(Wahlbeck et al, 2008). 
Another similar study of inequity in doctor visits is by Doorslaer et al (2006).  In 
their article Inequalities in access to medical care by income in developed countries, 
Doorslaer et al (2006) examined equity in physician utilization in 21 OECD countries 
including Finland for the year 2000.  The analysis focused on examining the inequity in 
different categories of physicians, including general practitioners (GPs) and specialists.  
The study data were taken from the European Community Household Panel (ECHP) 
survey.  The survey involved annual sampling of a representative panel of households and 
conducting standardized interviews among men and women, 16 years and older in each 
European Union member state (Doorslaer et al. 2006).  The researchers found inequity in 
physician utilization by income.  People with higher incomes were significantly more likely 
to have doctor visits than people with lower incomes.  In addition, Finland -- along with 
Portugal and Ireland -- had the largest inequities in specialized services by income.  Of 
note, the gap between GP visits and specialist visits was less pronounced in Finland than 
the other two nations, suggesting that inequities are quite high in seeing GPs.  This was also 
supported in that Finland had the highest inequity score for GP visits and total visits (about 
0.05) among all 19 countries surveyed.   
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Source: Doorslaer et al. 2006 
 
Figure 2: Horizontal inequity (HI) indices for annual mean number of visits to a doctor 
in 19 OECD countries. Countries are ranked by HI index for doctor visits.  German 
general practitioner (GP) and specialist indices reflect data obtained in the 1996 ECHP. 
A quantitative study by Virtanen et al (2006) assessed the coverage of physician 
visits based on employment status.  In his study, Virtanen examined the differences and 
potential inequities in physician visits among six groups reflecting the labor market: those 
employed (1) permanent full-time, (2) permanent part-time, employed, (3) fixed terms, full-
time, and unemployed (4) short-term, (5) prolonged, and (6) long-term.  He concluded that 
permanently employed residents had visited a physician most often, whereas visits to public 
health care were more common among non-permanent employees and the unemployed 
(Virtanen et al, 2006).   His analysis suggests that unemployed or not permanently 
employed residents may have the poorest overall health; however, since this was a cross-
sectional sample it would be difficult to state which factor came first. 
 
Another measure of health care access -- waiting time -- is considerably different 
across municipalities.  One can assume that if waiting time were to be reduced, it would 
increase equity in access to care.  As reported in their Policy case #2 by STAKES 
  Nguyen 25
researchers note that, the new legislation implemented in March 2005 had steadily 
decreased the number of patients waiting for non-urgent care, from 66,000 people on the 
waiting lists for specialized care to 40,000 people in 2005, and to 12,000 people in May 
2006.  These results mean that there is a reduction in inequity in access to physical health 
care.  
Socioeconomic position is another important factor to determine inequity in access to 
health care services.  People who are employed or in higher-income groups have more 
choices in health care (e.g., can choose municipal health care or occupational health care); 
however, this choice is not the same for unemployed and the poor residents for whom 
municipal health care is their only option.  The factors of employment and unemployment 
will be analyzed in more detail in a later chapter.   
Many other studies have researched on the relationship between socioeconomic 
status and health status, and more specifically Kajantie has noted that: “‘Salomaa et al. 
stated that studies have shown that people with lower socioeconomic backgrounds are more 
likely to suffer from coronary heart disease, and in consequence it is more often the cause 
of death among them than among people with higher socioeconomic status’ (2003)” 
(Kajantie, 2007).  The Salomaa (2003) study used administrative register data, which was 
collected from the target individuals who were diagnosed with coronary heart disease prior 
to year 1999.  Sociodemographic data, including educational degree, family net income, 
age, gender, and place of residence was also collected as part of the study.  The purpose of 
the study, according to Kanjatie, was to explore different ways to examine the impact of 
socioeconomic status to access to revascularization when confounding effects are taken into 
account.  The study is rather complex with its process of collecting, cleaning, and analyzing 
data.  The two chosen variables to represent socioeconomic backgrounds were degree of 
education attainment and level of income, with both categorized into high, middle, and low 
levels.  The following table depicts the mean of days spent in a hospital by income group 
and educational level.     
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Table 5: Days spent in hospital care before operation, by income and education 
 
        95% CI 
    N Mean 
Lower 
Level 
Upper 
Level 
Income High 7887 17.8 17.5 18.1 
 Middle  7732 21.4 21 21.8 
 Low 7639 25.0 24.4 25.5 
      
Education Higher  3434 17.8 17.3 18.3 
 Middle 4710 20.0 19.5 20.5 
 Basic 15180 22.6 22.3 22.9 
  Total 23324 21.4 21.1 21.6 
 Source: Kajantie, 2007 
 
The mean number of days spent in hospital was highest for the low-income groups 
(25.0 days), compared with 21.4 days for the middle-income groups and 17.8 days for the 
high income group.  The researchers concluded that people of lower socioeconomic status 
spent more time in hospitals before receiving the operation (Kanjatie, 2007). A similar 
trend was found in looking at hospital stay by educational attainment, the more highly 
educated people spent fewer days in hospital.  
 
CHAPTER II 
The table below illustrates the population of the Nordic countries in 2008.  The population 
sizes of these countries were not much different from each other except for Iceland, which 
had a much smaller population than the others.  In this thesis, I will not consider Iceland 
(the country made up 1 percent of the region’s population).  From international perspective, 
Nordic countries share a common historical background.  Therefore, the development of 
informal institutions, customs, traditions, and norms is expected to be similar (Magnussen 
et al. 2009).   
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 Table 6: Country population 2008 
 
Country 
Population 
(x1000) Percentage of Nordic population 
   
Finland 5300 21 
Sweden 9183 37 
Denmark 5578 23 
Norway 4737 19 
Total* 24798 100 
Total*: Excluding Iceland 
Source: Magnussen et al. 2009 
 
 
Language barriers are small among these countries.   Another similarity is that population 
live in sparely remote large areas in these Nordic countries except for Denmark.   In other 
words, it means that a small part of the population lives in the large, remote Northern areas 
of each of the countries, with the exception of Denmark.  The Nordic countries also share 
some history, many customs, and have a similar economic background.  In this section, I 
will study their health care policies in more detail and analyze some qualitative studies 
regarding inequities in access to health care services in the following section. 
The Finnish health care system in the context of the Nordic health care systems 
While each country in the Nordic region operates differently, it is well recognized that the 
principles followed are similar regarding health care, and are based on the one united 
Nordic health care system.  The most notable characteristic of the Nordic health care 
systems is their emphasis on universalism (i.e., universal access to health care) and equity 
(i.e., similar services available to all).  This was described by Kristiansen and Pedersen 
(2000): 
Nordic health care systems are intrinsically related to the development of the 
welfare state, building on the same principles of universalism and equity. Central 
features have traditionally been an egalitarian ideology, promoting equal access to 
health services, low levels of cost sharing and high levels of tax-based financing to 
realize this ideology, public ownership of hospitals and decentralized responsibility 
for managing the services (Magnussen et al. 2009)  
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Furthermore, it is notable that the principle of universalism intends to promote an equality 
of the highest standard rather than an equality of minimum needs (Magnussen et al. 2009).  
Since the Nordic countries share similarities in history, culture, economies, and social 
structures, it is not surprising that these countries have similar goals and objectives around 
health care.  As a result, fundamental health policies of these countries have been built 
upon the provision of equal access to health services, low levels of cost sharing, and high 
levels of tax-based financing.   These factors promote the ideology of equality to health 
access, public ownership of hospitals and decentralized responsibility for managing the 
services (Magnussen et al. 2009).  The principle of equity emphasizes that all residents are 
guaranteed equal access to health services regardless of gender, age, socioeconomic status, 
or geographic locations of residence.  The emphasis on equity has been embedded in the 
tradition of decentralization within the county institutions of Denmark, Norway, and 
Sweden, and the municipalities in Finland. 
  
Cost sharing is one of the vital mechanisms of health care policies.  The use of cost 
sharing (i.e., patients pay partial cost directly out of pocket) is said to decrease 
(unnecessary) demand and raise revenue.  The Nordic countries are not all the same 
regarding their cost-sharing policy.  The Danish health care system has worked without cost 
sharing policies for a long time, whereas Finland, Norway, and Sweden have each use 
patient fees for GP and outpatient specialist care for many years.  Denmark and Norway 
charge fees for inpatient hospital services, whereas Finland and Sweden have low fee for 
inpatient care (Rehnberg et al. 2009).  Another issue that needs to consider is waiting time.  
This issue indicates that there are political problems with explicitly using capacity 
regulation to restrict costs (Rehnberg et al. 2009).  However, a more serious dilemma is that 
surplus demand can spill over to a private sector.  All four countries passed health policies 
on waiting time guarantees, with different time limits for treatment before a patient has the 
right to seek care in other regions or abroad.  Notably, the home county councils have 
responsibility to pay for services if they fail to provide local services within the guaranteed 
time frame.  For example, for elective care from October 2007, Denmark set the waiting 
time limit for one month.  If the hospitals in a specific region fail to provide treatment for a 
patient within one month, the patient has the right to seek treatment at private facilities or at 
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hospitals in other regions, and the patient’s home region is responsible for paying the costs 
(Winblad & Ringard, 2009).  For Finland’s case, it is compulsory for health centers to 
provide immediate contact by phone the same day when a patient calls.  If treatment is 
required, a visit to a health center within three days must be offered (Windblad & Ringard, 
2009).  An in-person patient assessment must be made within three months, and treatment 
(if needed) must be provided within 6 months, otherwise the hospital is responsible for 
paying for the patient to seek care elsewhere.   
Decentralization is considered to be the most prominent characteristic of the Nordic 
countries’ health care systems.  However, the degree of decentralization is different 
depending upon the country.  In Finland, responsibility for all services rests upon the 
municipal level.  Each municipality must belong to a hospital district, which is given the 
responsibility for hospital services.  The degree of decentralization is different for primary 
care and hospital care (Magnussen et al. 2009).  This situation is the same in Norway, 
which the system places the responsibility of primary care on municipalities, but second 
specialized care on counties and since 2002 on regions.  However, Sweden and Denmark 
place the responsibility for all health care at the same level; Sweden on the county level, 
and Denmark (since 2007) on the regions (Magnussen et al. 2009).   
  
Today all four governments are to struggle with the same concern – reducing the 
number of units and increasing the size of regional and municipal bodies – i.e., 
recentralization.  For instance, in Sweden the Committee on Public Sector Responsibility 
proposed to reduce the number of counties, as larger regional authorities and health care 
units are assumed to be more cost effective and to have more capacity for the development 
of the health care system as a whole.  Finland became more decentralized after 1993 State 
Subsidy reform (i.e., this reform will be studied in detail in the later chapter), and  the 
problem in Finland is that the municipalities are small:  More than 75 per cent of the 
municipalities have less than 10,000 inhabitants, and 20 per cent have less than 2000 
inhabitants (Martinussen & Magnussen, 2009).   Therefore, each municipality enjoys the 
power to levy income tax rates and to decide the scope of health services, and health 
investments.  A growing concern r in Finland is continued waiting lists for elective 
procedures, diseconomies and scale, geographical equalities in access to health services, 
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poor regional and national cooperation, and workforce shortages (Martinussen & 
Magnussen, 2009).  Denmark also has chosen a strategy of recentralization.  The number of 
regional authorities reduced from 14 counties to 5 regions, and the number of 
municipalities reduced from 275 to 98 (Martinussen & Magnussen, 2009).  The Danish 
central government is in charge of fiscal decisions (i.e., taxation, health care investments, 
and financial issues) while regional authorities are in charge of administrative 
responsibilities.  For Norway’s case, the Hospital Act of 1969 gave the power of planning, 
building and managing hospitals to 19 counties.  However, since the implementation of the 
hospital reform in 2002, the responsibility of all somatic and psychiatric hospitals and other 
aspects of specialist care has been transferred from the 19 counties to the state.  On the one 
hand there is recentralization: ownership was transferred back to the central state, and the 
Ministry of Health holds overall responsibility.  On the other hand, the reorganization of 
health regions and hospitals into health enterprises represents decentralization (Martinussen 
& Magnussen, 2009). Overall, the health care systems are still decentralized and the 
responsibility rests on a regional, county, or municipal level.  Reducing the size of regions, 
counties, or municipalities can be expected to decrease and regional variations in quality 
and accessibility to improve (Magnussen et al., 2009).  However, due to low population in 
the Nordic countries, maintaining geographical equity while at the same time exploiting 
both medical and economic scale efficiencies is extremely challenging (Magnussen et al. 
2009).   
 
Although all four countries demonstrate their principles based on the Nordic state 
welfare model, the level of health inequalities that has been observed varies across 
countries.  In this section, I will look at a specific study by Plug et al. in comparing doctor 
utilization in Finland compared with other countries based on educational levels.  It is 
difficult to choose the appropriate variables to accurately compare inequity of health care 
access across countries.  In their study, Plug et al. tested inequities in use of health care 
(i.e., doctor utilization) based on educational levels using odds ratio estimates (2012).   
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Table 7: Educational inequalities in use of health care comparing low educational to 
high educational (high educational level is the reference group) 
 
 
Country 
Visit general 
practitioner Visit specialist Visit any doctors 
Hospital 
admission 
  OR (CI95) OR (CI95) OR (CI95) OR (CI95) 
     
Sweden NA NA 0.83 (0.73-0.94) NA 
Finland NA NA 0.78 (0.73-0.84) NA 
Denmark 0.88 (0.80-0.97) 0.64 (0.54-0.76) 0.84 (0.76-0.92) 1.06 (0.88-1.28) 
Norway 1.00 (0.82-1.24) 0.70 (0.56-0.87) 0.96 (0.78-1.19) 1.13 (0.89-1.44) 
Source: Plug et al. 2012 
 
Odds ratios are used to compare the relative odds of the occurrence of the outcome of 
interest (e.g. disease or disorder), given exposure to the variable of interest (e.g. health 
characteristic, aspect of medical history). The odds ratio can also be used to determine 
whether a particular exposure is a risk factor for a particular outcome, and to compare the 
magnitude of various risk factors for that outcome (Szumilas, 2010).  
 OR=1 Exposure does not affect odds of outcome 
 OR>1 Exposure associated with higher odds of outcome 
 OR<1 Exposure associated with lower odds of outcome 
In this study, the authors used odds ratio to measure use of health care (i.e., GP 
visits, specialist visits, and any doctor visits) between low educational levels as opposed to 
high educational level.  For Finland, the odds ratio (OR = 0.78) indicates lower educational 
people are less likely to visit any doctors compared to people with high educational level.  
In comparing the four Nordic countries, inequities in visit to any doctors is largest in 
Finland (has the lowest odds ration); inequities in visit any doctors is smallest in Norway; 
the level of doctor visits in Sweden and Denmark is similar 
 
Another consideration is equity in access to health care among adults.  Another 
study by Halldórsson et al. in 2002 (Table 8) considered socioeconomic differences and 
educational background of parents in considering the doctor utilization by children.  The 
table below represents the analysis of care utilization by children.  General practitioner 
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(GP) services were used significantly by lowest income classes in Finland compared to that 
of other Nordic countries (i.e., OR = 1.54).  This means Finland compared to other Nordic 
countries had the lowest inequity in GP service utilization for the lowest income group.  
For Denmark, GP services were used least among the other Nordic countries and had the 
highest inequity in GP services use (OR=0.75).  However, these findings were not 
statistically significant.  Phone calls were less often used by the lower income group in all 
the three countries except for Sweden.  Specialist services were generally less often used by 
the lower income group in all the countries.  However, the difference was less pronounced 
in Sweden.  For specialist services Finland has lowest odds ratio when mothers only had 
primary school among the three countries.  The means inequity in using specialist services 
regarding socioeconomic status in Finland was the highest among the other three Nordic 
countries and it was statistically significant (OR = 0.56, 95% confidence interval (CI) 0.38 
to 0.84).  Hospital services were more often used by the lower socioeconomic class in all 
the countries.  The authors concluded that children of parents in the disadvantaged 
socioeconomic group used specialist services and phone calls to doctors to a lesser degree 
than did those who were economically better off (Halldórsson et al. 2002).  In addition, there 
were small differences between socioeconomic status and the use of GP services.   
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Table 8: Socioeconomic differences of the use of health services.  Odds ratio adjusted for 
health, age, sex, and urbanization grade for children with parents in the lowest SES 
group (as given in the table). The highest SES group as a reference with the highest 
group as a reference   
 
  
Mother only primary 
school 
Father only primary 
school Lowest income quartile 
 OR 95% CI OR 95% CI OR 95% CI 
              
General 
practitioner       
Sweden  0.90 0.62 to 1.29 1.2 0.83 to 1.73  1.08 0.75 to 1.55 
Norway 0.79 0.54 to 1.16 1.12 0.78 to 1.62 1.02 0.73 to 1.45 
Finland 0.91 0.62 to 1.33 1.03 0.69 to 1.54 1.54 1.01 to 2.16 
Denmark 0.63 0.39 to 1.02 0.88 0.61 to 1.27 0.75 0.53 to 1.07 
       
Phone call       
Sweden  0.92 0.65 to 1.32 1.26 0.87 to 1.81  1.04 0.73 to 1.49 
Norway 0.75 0.52 to 1.12 0.72 0.49 to 1.07 0.89 0.63 to 1.27 
Finland 0.78 0.50 to 1.21 0.74 0.47 to 1.18 0.99 0.67 to 1.44 
Denmark 0.81 0.53 to 1.24 0.99 0.71 to 1.39 1.08 0.78 to 1.50 
       
Specialist       
Sweden 0.77 0.52 to 1.14 1.10 0.75 to 1.62 0.83 0.56 to 1.24 
Norway 0.51 0.30 to 0.85 0.76 0.47 to 1.21 0.64 0.41 to 1.02 
Finland 0.34 0.21 to 0.55 0.63 0.40 to 0.99 0.56 0.38 to 0.84 
Denmark 0.52 0.29 to 0.91 0.62 0.40 to 0.97 0.91 0.62 to 1.33 
       
Hospital       
Sweden 1.78 0.98 to 3.23 1.58 0.88 to 2.83  0.81 0.44 to 1.50  
Norway 1.92 1.04 to 3.57  1.04 0.52 to 2.07 1.39 0.75 to 2.59  
Finland 1.39 0.67 to 2.91 1.37 0.66 to 2.83 1.55 0.87 to 2.66 
Denmark 2.22 1.15 to 4.33 2.02 1.12 to 3.64 1.21 0.68 to 2.17 
Statistically significant results as shown in bold type. 
Source: Halldórsson et al. 2002 
 
In their study Calltorp and Larivaara highlighted an empirical study by Haglund 
(2004) regarding health care utilization in four Nordic countries.  According to Haglund, 
the less educated tended to visit a physician less often than the more educated in Denmark, 
Finland, and Sweden (2004).  Also there was no evidence for inequity in physician visits in 
Norway.  Moreover, lower socioeconomic groups visited GPs more often compared to 
higher socioeconomic groups.  Higher income groups tended visit a physician in 
  Nguyen 34
occupational health care services, a specialist at hospital polyclinic (i.e., a place where wide 
range of health care services can be obtained without the need for an overnight stay), and a 
physician at private sector (Manderbacka et al. 2006).  To sum up, in comparing the Nordic 
countries, the lower occupational, income or educational groups used more GP services in 
each country while higher occupational, income or educational groups used more outpatient 
specialist services (Calltorp & Larivaara).  The use of specialist health services was 
positively associated with higher education and higher income. In Finland, higher income 
groups tended to benefit first from new surgical procedures as opposed to lower income 
groups.  
 
Even though the Finnish health care system shares some similarities with the Nordic 
health care systems, the Finnish health care system has some differences regarding the 
degree of decentralization.  The Finnish health care system is said to be the most 
decentralized of all the systems with responsibilities for all service delivery held at the 
municipal level (i.e., hospital services are provided through hospital districts) (Magnussen 
et al. 2009).   
 
CHAPTER III 
 Overview of the Finnish health care system  
In this section of the thesis, I will explore the Finnish health care system in more 
detail, focusing on how the system functions and is organized (i.e., organizational structure, 
system financing, and health providers). 
 
The figure below illustrates an overview of Finnish health care system.  There are 
two main providers: municipalities and private providers.  These two providers provide 
health care services through the three channels, including municipal health centers, private 
health care, and occupational health care.  The funding for health care services is through 
extensive tax-funded municipal care and an obligatory National Health Insurance (NHI) to 
reimburse for the use of private services.  Occupational health care is different from the 
municipal and private health care in terms of its funding scheme even though care services 
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for occupational is provided through municipal health centers or private health care (i.e., 
the funding scheme will be analyzed in the later section of this chapter). 
 
 
Source: Teperi et al. 2009 
 
Figure 3: The parallel funding and provision arrangements in Finnish health care 
 
The funding mechanism within Finnish health care system is specified as followed: 
Municipalities fund municipal health care services (except outpatient drugs and transport 
costs), and NHI funds private health care, occupational health care, outpatient drugs, 
transport costs, and sickness allowances (Vuorenkoski, 2008).   
 
Municipal health care system 
Municipalities provide the majority of health care services in Finland.  Each 
municipality is responsible for providing essential care to its own residents.  Residents from 
other municipalities are also able to seek emergency care from other municipalities other 
than their own municipalities.  There are currently 415 municipalities (in 2008), with 
population varying from 250 inhabitants to 560,000 inhabitants (Vuorenkoski, 2008). There 
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were 257 health centers in Finland in 2006 (Wahlbeck, 2008).  Each municipality is 
required to provide primary health care through its health center.  Specialist care is 
provided by 20 district hospitals, and each of these district hospitals is owned and funded 
by its member municipalities.  Each hospital district has several hospitals, and one of these 
is a central hospital; each municipality belongs to one district hospital.  Municipalities can 
provide health care services independently or jointly with neighboring municipalities 
(Vuorenkoski, 2008).  Municipalities are responsible for organizing their own health care 
services, and in order to provide these services, municipalities have the right to levy taxes.  
Municipalities also receive subsidies from the state to enable them to organize services that 
they are obliged to provide (Vuorenkoski, 2008).  The state subsidy amount given is based 
on the population, age structure, and morbidity in the municipality. Each municipality is 
free to determine its own scope of services that it covers.  The general range of services 
includes preventive and primary care, specialized care, rehabilitation, long-term care and 
dental care.  The preventive care consists of antenatal care for pregnant women and regular 
check-ups for children between the ages of 0 and 6.  Older children receive school health 
care services.  For specialty care coverage, any expensive procedures or treatment are 
guaranteed to be available to anyone at no extra charge.  However, access to specialized 
care in the municipal system requires a referral from either a municipal or a private 
physician (Teperi et al. 2009).  Unlike outpatient drugs that are covered by National Health 
Insurance (NHI), inpatient drugs are covered by the municipal system.   
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Source: Lauri Vuorenkoski 2008 
 
Figure 4: Organizational chart of the statutory health system 
 
National health insurance system 
The National Health Insurance (NHI) covers all Finnish residents, and is run by the 
Social Insurance Institution (SII) through approximately about 260 local offices all over the 
country (Teperi et al, p. 42, 2009).  NHI funding is composed of two pools: Medical 
Sickness Insurance and Income Insurance.  According to Teperi et al, the Medical Sickness 
Insurance is funded by the insured (via fees collected through taxation) and the state and 
the Income Insurance is funded by the insured (also via fees collected through taxation) and 
employers (2008).  Occupational health care is covered by the income insurance pool.  The 
NHI compared to the municipal has a more explicit scope of coverage in terms outpatient 
drugs (i.e., inpatient drugs are covered by the municipal health care).  The percentage of 
NHI coverage for private health care is about 30% with the condition that the diagnosis or 
treatments of a disease need to be deemed by a physician to be necessary.   
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Private health care 
Private providers primarily focus on outpatient services.  Private care services can 
be purchased by individuals, employers and even municipalities.  The amount of private 
care services purchased by municipalities has been increasing in recent years, and it is 
expected to increase more in the future.  According to Wahlbeck et al, one in four visits to a 
doctor is to a private provider (2008).  Costs for the use of private health services are 
partially reimbursed by National Health Insurance (NHI) and the reimbursement rate is 
about 30 percent on average (Wahlbeck et al, 2008).  This means that the out-of-pocket 
payment is quite high.  Beside the NHI, there exist private insurance or voluntary sickness 
insurance, although these are rare in Finland, and unavailable to elderly people.  The 
relatively high number of private insurance purchased for children is partly explained by 
the fact that children do not have access to the occupational care services commonly used 
by employed people as an alternative to the municipal system (Teperi et al, 2009).  As 
mentioned before, waiting times are critical in municipal health care; the main reason for 
using private care services is shorter waiting times and the possibly to choose the service 
provider.  Referring back to Figure 1 the number of visits to a physician has been 
increasing within occupational health care and private care services, whereas, it has been 
decreasing within municipal health care.  This suggests that there is inequity in doctor 
utilization between the three organizational channels: municipal health care, private health 
care, and occupational health care.  Wahlbeck et al. stated that the number of physicians in 
occupational health care has increased by 69% and in private health care by 62% over the 
past 5 years, while in municipal health centers, the increase has been 9% (2009).   
Moreover, there are many employers purchasing occupational health care from private 
providers.  All these factors are leading to the growth of the private sector, which 
undermines the equity principle of Finnish health care (Wahlbeck et al, 2009).   
 
Occupational health care system  
Occupational health care is covered under No.1383/2001 Occupational Health Care 
Act by the Ministry of Social Affairs and Health.  This act deals with activities of 
occupational health care professionals and experts that employers have a duty to arrange by 
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law and which are used to promote the prevention of work-related illnesses and accidents, 
the healthiness and safety of the work and the working environment, the functioning of the 
workplace community and the health, working capacity and functional capacity of 
employees.  According to the Social Insurance Institution of Finland (KELA), the goal of 
occupational health care is to sustain and promote the health and working ability of 
employees.  The Occupational Health Act of 1979 stated that employers are required to 
provide occupational health care services for their employees.  However, it is reported that 
80% of all employees in Finland in 2004 were offered occupational health care by their 
employers (Vuorenkoski, 2008).  For the costs of occupational health services, NHI 
reimburses employers 50% of the necessary and appropriate costs of occupational health 
care (i.e., maximum 60 Euros per employee per year for compulsory services and about 90 
Euros for voluntary services) (Vuorenkoski, 2008).  Entrepreneurs and farmers have 
freedom to choose whether they join the occupational health care system or not.  It is also 
required for employers to address work-related health risks, obligatory when the type of 
work can endanger employees’ health.   In addition to compulsory occupational health care, 
employers can also provide their employees with additional health care services, such as 
curative or generalist services.  However, the scope of services varies greatly between 
employers.  It is reported that most large or medium-sized employers also provide curative 
outpatient services through their health care programs (Teperi et al. 2009).  Occupational 
health services can be organized in many different ways.  The services can be arranged by 
the employer itself, can be purchased from another employer, or the employer can purchase 
the occupational health services form municipal health centers, from private providers, or 
from other sources.  The following figure illustrates the increase of coverage of employees 
by occupational health services.  The coverage percentage increased significantly from 
1964 to 1993 and peaked at 1993.   In the early 1960s an NHI scheme was introduced in 
which NHI plays an important role in occupational health care today.  The percentage of 
coverage continued to increase until the 1970s, as more developments in occupational 
health care occurred and the coverage percentage increased until 1993, and since then has 
slowed down.  
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Source: Lehtinen and Rantanen, 2012 
 
Figure 5: Coverage of employees by Occupational Health Services (OHS) in Finland 
 
 
Employers have some particular obligations toward employees according to the 
Occupational Safety and Health Act.  The table below describes very briefly the content of 
the Occupational Safety and Health Act.  
 
Table 9: Content of the Occupational Safety and Health Act 
 
Specific obligations of the employer 
 The principle of predictive safety and health; 
 Evaluation and follow-up of the need to develop the working environment; 
 Consideration of the development needs in the planning and implementation of 
the company’s activities;  
 A description of the arrangement of safety activities and OHS 
 A description of methods for following up the OH&S objectives, and organization 
of the follow-up of working conditions and internal inspections; 
 A description of the role of OH&S authorities and OHS as experts in the OH&S 
activities of the company; and  
 Principle of information and training in OH&S, and the role of OH&S in the 
guidance and instruction of new employees. 
Source: Lehtinen and Rantanen, 2012 
 
Compulsory occupational health care is understood vaguely because the compulsory 
health care services provided vary depending on the industries and the employers who 
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purchase the services.  According to the Social Insurance Institution of Finland (KELA) 
before the launch of occupational health activity at a particular workplace, health 
professionals will acquire general information about the industry in which the company 
operates.  Then they will look more closely at different factors by making fact-finding visits 
at the workplace and learn what physical and psychological risk factor exists in the 
workplace.  Thus, compulsory occupational health care services are based on different 
work-related factors.  However, in general most employers offer primary care to their 
employees in addition to preventive occupational health services.  Another important 
process is that employees’ health status and working ability are evaluated and monitored in 
medical examinations performed before employment (KELA).  
The number of services purchased by employers in occupational health care provided by 
private health care has increased in the recent years as opposed to services provided by 
municipal health care.  In the study by Ikonen, the author stated that “’primary care in 
occupational health service (OHS) was provided for 1.73 million employees, of which 45% 
received services in private OHS clinics, 24% in municipal units, 17% in employer-owned 
OHS units, and 7% in joint OHS units’ (KELA, 2010a)” (2012).  The percentage of 
services provided by private OHS clinic is large as this lead to an increasing growth of 
private health care, and this will somewhat undermine the principle of equity.  The access 
to care assessed by respondents is “‘report as good for 78% using private sector, 68% using 
occupational health services (OHS), and 35% using public health centers’ (Mäntyselkä et 
al. 2007)” (Ikonen 2012).  Therefore, the people who afford to use private health care and 
or are employed will benefit, while the people who are in low-income groups or who are 
unemployed will have disadvantages in access to health care services.    
 
Assessment of the three organizational pathways 
The three systems in Finnish health care create fragmentation (Teperi et al. 2009).  
The reason for fragmentation is that primary and specialty care can be delivered by separate 
systems (i.e., municipalities and private providers) and belong to separate funded health 
systems.  In other words, municipalities and private providers can integrate care delivery 
models, whereas occupational care is unlikely to do so because it has a separate funding 
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mechanism even though care providers are municipalities or private health care.  The 
question of inequity emerges with the existence of a separate system for employed people 
(Teperi et al. 2009).  Individuals who are not employed permanently should be able to have 
as smooth access into health care services as people who are in the occupational healthcare 
system.  This can be done if the municipal system provides essentially the same system as 
the occupational system, and actions aimed at improving access to care within the 
municipal system should not weaken the well-functioning of the occupational system 
(Teperi et at. 2009).  Similarly, Magnussen and other authors pointed out that the 
occupational health care covers the diagnosis and treatment of diseases; it is accessible and 
financed by the employers.  Therefore, (he believed) it was likely to create inequity in 
Finnish health care system (2009). 
  
Providers 
The Finnish health care system is comprised of two parallel systems for providing 
health services: the municipal health care system and the private health care system.  
Occupational health care services are provided by municipal and private providers; 
however, it is considered to be a third delivery care channel having its own funding 
mechanism and governed by separate legislation (Teperi et al. 2009).  The parallel systems 
are not cleanly separated, but rather they overlap and complement each other.  An 
employed individual can choose to have health service at a municipal health center, a 
private occupational health unit and at a private non-occupational health facility. In some 
cases, some municipalities will have contracts with private providers to deliver certain 
services.  In this case, health services actually are delivered by public health care, so 
patients are not required to pay private rates.  The two common practices that are delivered 
by private health care include orthopedic and rheumatologic care.  
The following section analyzes providers, including primary health care and 
specialized health care.  As mentioned in the previous chapter, primary health care is 
provided by health centers and specialized health care is provided by hospital districts 
within municipal systems.  However, primary care and specialist care can also be purchased 
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from private providers by municipalities, or patients can directly purchase the services from 
private providers.    
 
Primary health care includes a range of care services, such as preventive are, 
curative care, rehabilitation, outpatient mental health care, and long term care.  Each 
municipality is required to have a health center that delivers preventive public and primary 
health care services.  By law, each health center can be owned by an individual 
municipality, or it can be owned jointly by several municipalities.  In the past, owned 
municipal health centers provide primary care services.  However, the policy changed in 
1993 with the State Subsidy reform, which has allowed municipalities more freedom to 
purchase services from private providers.  The contract between municipalities and private 
providers is due to a shortage of physicians.  The proportion of care services purchased 
from private providers was modest in the past, and today it is expected to increase.  The 
ratio of health center physicians to local residents according to Teperi et al. varies, and on 
average it is at about one physician per 1,500 – 2,000 inhabitants (2009).  The staff on hand 
for most health centers includes general practitioners, physicians, nurses, public health 
nurses, midwives, social workers, dentists, physiotherapists, psychologists and 
administrative personnel.  Municipal health centers play an important role in disease 
prevention and health promotion, including maternal child health and school care.  
Municipalities are also responsible for providing immunizations and breast cancer and 
cervical cancer screening (Teperi et al, 2009).  Beside primary health care services 
provided by municipalities, patients are free to use private general practitioner services, and 
the NHI reimburses patients partially for the cost (about 30%).  NHI has good coverage 
within municipalities; therefore, patients are more likely to use private care services to 
avoid long waiting times common in the public health centers.  
 
Specialized health care is provided by the country’s 20 district hospitals.  As 
mentioned in the section of Municipal health care system, there are 20 hospital districts in 
Finland, and each municipality must belong to one district hospital.  Each district hospital 
has one central hospital and perhaps other hospitals depending on the size of the district.  
Five of the central hospitals are university teaching hospitals (Teperi et al, 2009).  Unlike 
other municipalities, some large municipalities like Helsinki provide some specialist 
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outpatient and inpatient services themselves rather than purchasing them from their district 
hospitals.  The population that each hospital district covers varies across the country.  For 
example, the largest hospital district covers over 1.4 million inhabitants, whereas the 
smallest one covers only 65,000 people (Teperi et al, 2009).  Hospital districts usually 
provide a range of services, and the set of services is presented in the following table.  
According to Teperi et al, many services are completely decentralized; for example, every 
Finnish hospital district has a high tech cardiology center (2009).  However, an important 
characteristic of hospital districts is fragmentation.  In other words, the care services of 
some common but expensive procedures requiring specialized teams will be provided 
jointly by hospital districts because this way is more economically efficient. 
 
Today the role of the private sector is more prominent in specialized outpatient care 
(e.g., 25-30% of specialized outpatient visits are conducted by private sector organizations) 
(Teperi et al. 2009).  Unlike the municipal health provider, private providers are able to 
expand their services geographically.  Moreover, hospital districts purchase care services 
from private providers.  The underlying problem of inequity in access to health care 
services emerges when it is convenient for municipalities in urban areas to purchase 
services from private sectors as opposed to municipalities in rural areas.  Private health care 
services are not accessible in rural and remote areas where the population is sparse. Thus, 
municipalities in the rural areas tend to have a serious shortage of physicians and health 
care resources. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Nguyen 45
Table 10: Number of selected procedures per hospital in 2006 (Finnish municipal health 
care system) 
 
    Number of procedures 
Operation 
  
Number of 
hospital 
Range 
Average 
procedures 
Hospital having < 
50 proced./year 
        
Operation on the 
meniscus of knee  52 12 - 680 185 12 % 
Primary prosthetic 
replacement of hip 
joint  49 4 - 945 191 18 % 
Total excision of 
uterus  45 5 - 971 134 27 % 
Partial excision of 
prostate  39 1 - 281 91 28 % 
Implantation or 
replacement of 
permanent 
transvenous cardiac 
pacemaker  26 1 - 668 110 42 % 
Mastecomy  41 1 - 364 57 56 % 
Fracture surgery of 
wrist and hand  46 2 - 465 59 67 % 
Thyroid gland 
operation   40 1 - 184 45 67 % 
Source: Teperi et al. 2009 
 
 
Currently municipalities are facing the problem of not having enough health professionals.  
This problem of the shortage of clinical staff has been an ongoing matter in Finland since 
early 1990s.  For example, 9% of health centers physician posts were not filled in October 
20006 (Teperi et al, 2009).  More seriously, an increase in aging population in Finland will 
lead to a declining labor force and this will lead to an increase in competition for workers.  
As a result, municipalities face difficulties in recruiting physicians, dentists, and nurses, 
especially in rural areas.  This creates inequity in access to health care services 
geographically in Finland.   
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CHAPTER IV 
This chapter focuses on quantitative methodology which analyzes data on physician 
visits according to labor market status.  Targeted population is the participants who are 
working or seeking for jobs.  I will mainly focus on analyzing odds ratio of physician visits 
within public health care, occupational health care, and private sector.  However data on 
doctor visits in hospital outpatient clinic and dental care will also be provided.    
Note that hospital outpatient clinic services are provided by municipalities and 
dental care is provided by a public (Public Dental Service – PDS) and a private sector.  In 
PDS patient fees are fixed and heavily subsided; however, dental services for children and 
adolescents are free of charge.  Prices charged for private dental services vary according to 
services.  
 
Participants 
There are four analyzed age groups in this study: 25-29 years, 35-39 years, 45-49 
years, and 55-59 years.  The study was first begun in 1998 with postal questions.  The 
second phase of questionnaire was posted again in 2003.  The surveyed population was 
different in both years.  In this thesis, I will only analyze data referring to the year of 2003.  
The study will focus only on populations that are working or seeking for jobs.  Therefore 
other respondents who were not working or seeking jobs were excluded from this study, 
such as students, retired people, laid off and housewives.  The studied variables based on 
labor market status are divided into four different categories, including employed full-time, 
employed part-time, unemployed short-term (respondents receive earning-related 
compensation, which is paid for the first 500 unemployment days) and unemployed long-
term (respondents receive basic compensation paid after 500 days).   
Measures 
The survey questions included a specific question asking whether respondents 
visited a physician in public health center, occupational health care, or private health care 
because of illness, symptoms, or other problems.  Answering options to this question were 
no visits, 1 visit, 2-4 visits, or over 4 visits.  Utilization of the services was expressed as 
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coverage, or as a percentage of respondents with one or more visits.  In order to examine 
the problem of inequity in access to health care services, this thesis will use doctor visits 
based on the data reported regarding number of doctor visits.  In order to control for 
potential inequalities in service utilization, it is essential to take account health factor.  In 
this study, I include the incidence of depression (yes/no as accessed with the 21 – item 
version of Beck’s Depression Inventory).  The following table illustrates the relevant 
variables that will be used in this thesis.   
 
Table 11: Summary statistic and definitions 
 
Variabe Mean Std. Deviation Definition 
    
K1 1,41 0,49 Gender 
K5 3,92 1,98 Educational background 
L55A 1,81 0,93 Public health center office 
L55B 1,76 0,94 
Office of a doctor working in occupational 
health field 
L55C 1,48 0,82 Hospital's outpatients department 
L55D 1,53 0,79 Private sector doctor's office 
L55E 2,01 0,91 Dentist's office 
L56E 1,19 0,39 Physitherapy or physical treatment  
L3 2,72 3,15 Primary occupational at the moment 
Age 2,48 1,14 Age group 
    
Sample size 17084     
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Table 12: Number (percent) of participants according to employment status 
 
  Employment status 
  
Employed full-
time N=13164 
Employed part-
time N=1000 
Unemployed 
short term 
N=797 
Unemployed 
long term 
N=488 
     
Gender      
Male 5540 (42) 178 (18) 285 (36) 231 (47) 
Female 7624 (58) 822 (82) 512 (64) 257 (53) 
     
Age group     
25-29 2926 (22) 271 (27) 101 (13) 125 (26) 
35-39 3309 (25) 265 (27) 126 (16) 101 (21) 
45-49 3880 (30) 237 (23) 132 (17) 118 (24) 
55-59 3012 (23) 224 (22) 433 (55) 140 (29) 
     
Educational status    
None 2120 (18) 258 (31) 166 (28) 150 (38) 
Vocational 
school 2902 (25) 199 (24) 191 (32) 139 (35) 
College 4254 (37) 290 (34) 197 (33) 88 (22) 
University 2190 (19) 98 (12) 47 (8) 23 (6) 
     
Depression      
No 12855 (99) 954 (97) 760 (98) 432 (93) 
Yes 141 (1) 26 (3) 19 (2) 31 (7) 
 
Table 11 presents the mean, standard deviation and definitions of different variables 
that will be analyzed in this thesis.  Table 12 shows the characteristic of the participants.  
The number of females is more than that of males among the employed for full time and 
part time.  Also short term and long term employment were also common among women.  
However, the number of females was slightly larger than that of males for long term 
employment.   As expected, the unemployed were less educated and their health was poor.  
It is notable that more than half of the short term unemployed were in the 55-59 age group.  
The reason for this is because of the unemployment pension.  In other words, the earnings – 
related compensation has unlimited duration and it is entitle to this group.   
 
 
  Nguyen 49
Data Analysis 
As mentioned before Table 11 presents the variables that will be analyzed in data 
analyses.  There will be 4 main models with L55A (public health center), L55B (office of a 
doctor working in occupational health field), L55C (hospital outpatient clinic), and L55D 
(private sector doctor’s office) act as dependent variables. In these models primary 
occupation at the moment is the primary independent variable and other variables, such as 
age, gender, educational background, and depression as control variables.  In order to 
determine the level of inequity in doctor utilization, I will choose full time employees as the 
reference group and used binary logistic regression to obtain odds ratio according to 
employment status.  Gender, age, and level of education (no vocational school, vocational 
school, college, and university) were controlled as background factors.   In this thesis, odds 
ratio (OR) is the ratio between the odds.  OR = Odds (A) / Odds (reference group) or in this 
case there are three main models for odds ratio: 
 OR = Odds (part time employed) / odds ( full time employed)   
 OR = Odds (short term unemployed) / odds (full time employed) 
 OR = Odds (long term unemployed) / odds (full time employed)  
If OR > 1 part time employed, short term unemployed or long term unemployed visit 
doctors more often compared to the reference group of full time employed.  On the other 
hand, if OR < 1  part time employed, short term unemployed or long term unemployed 
visit physicians less than the full time employed.   
 
Results 
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Table 13: Frequency and intensity of physician visits by service providers and labor 
market status 
Service 
Provider 
Labor 
market 
status Visits during the previous twelve months 
  None 1 2-4 over 4 Intensity 
       
Public 
health 
center 
Employed           
Full time  57 % 22 % 19 % 3 % 0,94 
Part time  41 % 27 % 26 % 6 % 1,40 
      
Unemployed      
Short term  33 % 27 % 33 % 7 % 1,66 
Long term  34 % 25 % 31 % 11 % 1,82 
       
Private 
health care 
Employed      
Full time  63 % 22 % 12 % 2 % 0,71 
Part time 64 % 22 % 12 % 2 % 0,70 
      
Unemployed      
Short term  66 % 19 % 13 % 1 % 0,68 
Long term  78 % 12 % 8 % 1 % 0,43 
       
Ocupational 
health care  
Employed      
Full time  44 % 25 % 26 % 5 % 1,35 
Part time 65 % 18 % 12 % 5 % 0,84 
      
Unemployed      
Short term  79 % 10 % 8 % 2 % 0,47 
Long term  92 % 4 % 3 % 1 % 0,21 
       
Hospital 
outpatient 
clinic 
Employed      
Full time  74 % 14 % 10 % 2 % 0,55 
Part time 69 % 14 % 14 % 3 % 0,75 
      
Unemployed      
Short term  66 % 16 % 15 % 3 % 0,78 
Long term  92 % 4 % 3 % 1 % 0,96 
       
Dental care Employed      
Full time  34 % 35 % 26 % 5 % 1,44 
Part time 37 % 33 % 24 % 6 % 1,43 
      
Unemployed      
Short term  36 % 34 % 25 % 5 % 1,39 
Long term  46 % 26 % 23 % 5 % 1,26 
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Table 13 shows the percentage frequency and annual intensity of doctor visits among 
different categories of respondents. Intensity of doctor visit refers to mean frequency 
assuming that class ‘2-4’ = 3 visits and class ‘over 4’ = 6 visits.  From Table 13, annual 
intensity of physician visits of full time employees in public health centers is the lowest  
(intensity = 0,94) and that of long term unemployed respondents is the highest (intensity = 
1,82).  It is expected because public health care service is the potential option of the 
unemployed obtains health care services.  Doctor visits in hospital outpatient clinic 
(hospital outpatient clinic services are provided by municipalities) have the same results: 
long term unemployed participants have higher level of doctor utilization compared to short 
term unemployed respondents, full time and part time employees.  Full time employees is 
the least likely to visit a doctor in hospital outpatient clinic.   For occupational health care, 
full time employees use doctor services much more often compared to other groups, 
especially compared to long term unemployed respondents. It is plausible because 
occupational health care services    Full time employees and part time employees both have 
higher intensity of doctor visits in private sector than short term and long term unemployed 
respondents.  As reported in Table 14, more than 50 percent of the population in this group 
is 55 to 59 years of age, who are more vulnerable when it comes to paying for health care 
services. Therefore, it is expected that the intensity of doctor visit in private sector of the 
unemployed population is the lowest among other categories.  Also doctor visit intensity of 
the unemployed is the highest in public health care centers and hospital outpatient clinic 
compared to the employed. 
 
These following figures illustrate intensity level of doctor visits in different health care 
providers. 
Overall long term unemployed respondents visit doctors in public health care centers the 
most often, whereas full time employees visit doctors in occupational health care the most 
often.  
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Figure 6: Intensity of physician visits in public health care centers 
 
 
 
 
 
 
 
Figure 7: Intensity of physician visits in Occupational health care 
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Figure 8: Intensity of physician visits in Private health care 
 
 
 
 
 
 
 
Figure 9: Intensity of physician visits in Hospital outpatient clinic 
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Figure 10: Intensity of physician visits in Dental care 
 
 
Before presenting results for odds ratio of doctor visits by different providers, I will 
analyze the relationship between labor market status and doctor visits by health care 
providers in general.  In other words, I computed a new variable which combined doctor 
visits across different providers, including public health care centers, occupational health 
care, and private sector.  By combining all the providers, I want to see if the level of 
physician visits will be affected by the labor market status.  Table 14 illustrates the 
relationship between L3 (employment status) and doctor visits. Table 15 presents the data 
on the same relationship while taking other factors into account. Referring to Table 14, the 
relationship overall is not statistically significant at 5% level (p value =0,22).  Part time 
employees are reported to have more doctor visits than full time employees, whereas short 
term and long term unemployed respondents are less likely to visit a doctor compared to 
full time employees.  However, all odds ratio are not statistically significant.   
Like the results in Table 14, the relationship presented in Table 15 is not statistically 
significant.  
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Table 14: Doctor visits for public, occupational, and private health care based on labor 
market status 
 
  
Coef. S.E. P-value 
Odds 
ratio 
95% C.I. for odds 
ratio  
  Lower Upper 
       
L3   0,22    
Full time employed | | | | | | 
Part time 
employed 0,05 0,22 0,82 1,05 0,68 1,63 
Short term 
unemployed 
- 0,09 0,26 0,74 0,92 0,55 1,54 
Long term 
unemployed 
- 0,26 0,27 0,33 0,77 0,46 1,30 
Constant 3,05 0,22 0,00 21,18   
 
 
Table 15: Doctor visits for public, occupational, and private health care according to 
labor market status controlling for other factors  
 
  
Coef. S.E. P-value 
Odds 
ratio 
95% C.I. for odds 
ratio 
  Lower Upper 
       
L3        0,39       
Full time employed       
Part time employed - 0,09         0,26         0,74         0,92         0,55         1,53    
Short term 
unemployed 
- 0,28         0,30         0,35         0,75         0,42         1,36    
Long term 
unemployed 
- 0,32         0,31         0,30         0,73         0,40         1,33    
Gender - 0,23         0,09         0,01         0,80         0,67         0,94    
Educational 
background 
  0,03         0,02         0,24         1,03         0,98         1,07    
Depression - 0,55         0,10         0,00         0,58         0,48         0,70    
Constant   4,22         0,32         0,00       68,19        
 
 
In order to analyze the level of inequity in accessing to health care services, I will 
analyze doctor visits provided by different providers based on labor market status.  In each 
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table, odds ratio are presented, which is the ratio between the odds (the odds between full 
time employees and other labor groups).  
In the following tables, L3 represents primary occupation at the moment.  The P-
values of L3 represent general relationships between L3 and visit to public health care, 
occupational health care, private health care or hospital outpatient clinic.  Table 16 to Table 
19 illustrates bivariate analyses.  Table 20 to Table 23 shows multivariate analyses taking 
other factors into account.   
 
Table 16: Physician visits in public health care based according to employment status 
 
  
Coef. S.E. P-value Odds ratio 
95% C.I. for Odds 
ratio 
  Lower Upper 
       
L3   0,074    
Full time employed | | | | | | 
Part time employed 0,253 0,197 0,199 1,288 0,875 1,897 
Short term unemployed 0,179 0,213 0,401 1,196 0,788 1,813 
Long term unemployed 0,799 0,360 0,026 2,224 1,099 4,500 
Constant 3,295 0,047 - 26,975   
 
 
According to Table 16, the relationship overall between primary occupation at the 
moment  (L3) and visit a physician in public health care center  is not significant with p = 
0.074.  When considering each category within variable of employment, there is a 
difference.  Part time employees and short-term unemployed respondents visit a doctor in 
public health care more often compared to the reference group of full time employees.  
However, the relationships are not statistically significant (the confidence intervals cross 
1.0).  Long term unemployed participants are 2,224 times (222%) more likely to visit a 
doctor as opposed to the full time employed, and it is significant at 5% level with p-value = 
0,026 (or CIs do not cross 1.0).  Even though it is expected that long term unemployed 
participants visit a doctor more often than full time employees.  This is bivariate analysis – 
the relationship between two variables, so the relationship might be underestimated or 
overestimated.   
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Table 17: Physician visits in occupational health care according to employment status 
 
  
Coef. S.E. P-value 
Odds 
ratio 
95% C.I. for Odds 
ratio 
  Lower Upper 
       
L3   0,001    
Full time employed  | | | | | | 
Part time employed - 0,312 0,174 0,073 0,732 0,521 1,029 
Short term 
unemployed 
- 1,263 0,133 0,001 0,283 0,218 0,367 
Long term 
unemployed 
- 1,281 0,164 0,001 0,278 0,201 0,383 
Constant 3,544 0,053 - 34,611   
 
According to Table 17, the overall relationship between L3 and doctor visit in occupational 
health care is statistically significant at 1% level (p-value =0,001).  Part time employees are 
0.731 (73%) less likely to visit a doctor in occupational health care as opposed to the 
reference group of full time employees (but it is not statistically significant as CIs cross 1.0 
or p-value = 0.073).  On the other hand, the short term unemployed respondents are 0.28 
(28%) less likely to visit a doctor compared to full time employed respondents (it is 
statistically significant).   The long term unemployed also are 0.28 time (28%) less likely to 
have physician usage compared to the full time employed.  This is expected as full time 
employees would have more possibilities of visiting a physician within occupational health 
care.  The odds ratio also express inequity in doctor visits within occupational health care.  
Odds ratio for long term unemployed respondents is the highest.  This means among 4 
groups, this group was less likely to visit office of a doctor working in occupational health 
care.  From the viewpoint of inequity issue, the full time employed has the most physician 
usage, whereas the long term unemployed is the worst off.  
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Table 18: Physician visits in private sector based on employment status 
 
  
Coef. S.E. P-value 
Odds 
ratio 
95% C.I. for Odds 
ratio 
  Lower Upper 
       
L3   0,000    
Full time employed | | | | | | 
Part time employed 0,105 0,165 0,522 1,111 0,804 1,535 
Short term 
unemployed 
- 0,464 0,145 0,001 0,629 0,473 0,835 
Long term 
unemployed 
- 0,576 0,174 0,001 0,562 0,400 0,791 
Constant 3,048 0,042 - 21,070   
 
 
Inclusively, the relationship between L3 and doctor visit in private sector is highly 
significant (p-value =0,001).  Part time employees visit a private doctor more often than 
full time employees, but p-value is not statistically significant.   Unlike part time employees, 
short term unemployed and long term unemployed respondents were significantly less 
likely to visit a private doctor (i.e., 37% for short term unemployed respondents, and 44% 
for long term unemployed respondents).  It is understandable when the unemployed might 
not be able to afford to visit doctor in private sector because their unemployment 
compensation cannot cover such fees. 
 
Table 19: Physician visits in hospital outpatient clinic according to employment status 
 
  
Coef. S.E. P-value 
Odds 
ratio 
95% C.I. for odds 
ratio 
  Lower Upper 
       
L3   0,016    
Full time employed | | | | | | 
Part time employed 0,025 0,148 0,864 1,026 0,768 1,370 
Short term unemployed - 0,405 0,138 0,003 0,667 0,509 0,874 
Long term unemployed - 0,255 0,184 0,166 0,775 0,540 1,112 
Constant 2,879 0,039 - 17,796   
 
Hospital outpatient health services are provided by municipalities.  The overall relationship 
between L3 and doctor visit in hospital outpatient clinic is significant (p-value = 0,016).  
  Nguyen 59
Part time employees were 3% more likely to visit a doctor in hospital outpatient clinic, 
whereas the short term and long term unemployed were significantly less likely to visit 
doctor there (33% for short term unemployed and 22% for long term unemployed 
respondents).  
 
Table 20: Physician visits in dental care according to employment status 
 
  
Coef. S.E. P-value 
Odds 
ratio 
95% C.I. for odds 
ratio 
  Lower Upper 
     
  L3 
  
0,001 
   
Full time employed | | | | | | 
Part time employed - 0,218 0,191 0,252 0,804 0,553 1,168 
Short term unemployed - 0,746 0,170 0,001 0,474 0,340 0,662 
Long term unemployed - 0,784 0,209 0,001 0,456 0,303 0,688 
Constant 3,662 0,056 - 38,927 
  
 
Table 20 shows that the part time employed are 0.804 time less likely to visit dentists 
compared to the reference group of full time employees (but it is not statistically 
significant).  On the other hand, compared the full time employed the short term and long 
term unemployed respondents were significantly less likely to visit a dentist (OR 0.474 and 
OR 0.456).  Overall, visit physicians or not is affected by employment status.   
I have analyzed the data using only one independent variable to examine the 
relationship between public health care, occupational health care, or private health care and 
variable primary occupation at the moment.  In the following section, I will consider the 
relationship between the dependent variables and variable primary occupational at the 
moment while taking other variables into account.  The dependent variables are coded as 
“1” when a respondent visit a doctor and “0” when a respondent does not visit a doctor.   
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Table 21: Odds ratio for physician visits in public health care according to labor market 
status 
 
  
 Coef.   S.E.   P-value   Odds ratio  
 95% C.I. for odds ratio  
   Lower   Upper  
       
Employment    0,001    
Employed       
Full time | | | | | | 
Part time 0,165 0,226 0,464 1,180 0,758 1,835 
Unemployed       
Short term 0,835 0,280 0,003 2,305 1,333 3,987 
Long term 1,593 0,584 0,006 4,920 1,568 15,440 
       
Age   0,001    
25-29 1,614 0,191 0,001 5,021 3,450 7,307 
35-39 1,298 0,158 0,001 3,662 2,689 4,987 
45-49 0,617 0,119 0,001 1,853 1,469 2,338 
       
Male - 0,249 0,103 0,016 0,779 0,637 0,954 
       
Education   0,084    
Vocational school - 0,082 0,169 0,627 0,921 0,661 1,284 
College 0,170 0,164 0,301 1,186 0,859 1,637 
University 0,084 0,184 0,650 1,087 0,758 1,560 
       
Depression - 0,413 0,115 0,001 0,661 0,528 0,828 
Constant 3,008 0,159 0,000 20,249   
 
 
In Table 21, the relationship overall between visit to doctors in public health care 
and employment status is highly statistical significant since p = 0,001 (significant at 1% 
level) taking other factors into account. Table 20 shows that people who are part time 
employed are 118% (OR 1.18), i.e., very slightly more likely to visit physicians (but it is 
not statistically significant because the confident intervals cross 1.0).   On the other hand, 
the short term unemployed are 2.305 or over two times (231%) more likely to have 
physician visits (statistically significant because CIs do not cross 1.0).  Also the people who 
are long term unemployed are almost five times (492%) more likely to have physician visits 
(also significant as CIs do not cross 1.0).  These differences are controlled for other factors, 
such as age, education background, gender and the possibility of whether a participant had 
depression.  Compared to the people who are 55-59 years of age, the people who are 25-29 
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years of age are over 5 times (502%) more likely to visit physicians (statistically significant 
as CIs do not cross 1.0). It is similar for the people who are 35-39 and 45-49 years of age – 
they are more likely to have physician visits compared to the people who are 55-59 years of 
age (also statistically significant).  Males are 0.779 (78%) less likely to visit doctors than 
females and it is statistically significant with p < 0.05.  Regarding educational background, 
participants with vocational school are 0.921 (92.1%) less likely to visit physician in public 
health care (but it is not statistically significant because CIs cross 1.0).  The people who are 
with college and university education are both more likely to have physician visits (OR 
1,186; OR 1,087), and they are not statistically significant.  The people who have 
depression are more likely to visit physician compared to the people who are not depressed 
(statistically significant).   
It is valid to conclude that the unemployed, especially the long term unemployed are 
more likely to visit doctors in public health care (OR is far greater than 1 and it is 
statistically significant).  The level of education does not seem to have an impact on the 
possibility of having physician visits.  Employment appears important to determine the 
level of doctor visit in public health care.  
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Table 22: Physician visits in occupational health care according to labor market status 
 
  
Coef. S.E. P-value Odds ratio 
95% C.I. for odds ratio 
  Lower Upper 
       
Employment   0,001    
Employed       
Full time | | | | | | 
Part time - 0,290 0,205 0,157 0,749 0,501 1,118 
Unemployed       
Short term - 0,778 0,164 0,001 0,459 0,333 0,633 
Long term - 1,001 0,203 0,001 0,368 0,247 0,547 
       
Age   0,001    
25-29 1,531 0,188 0,001 4,622 3,199 6,677 
35-39 1,140 0,158 0,001 3,126 2,293 4,262 
45-49 0,550 0,124 0,001 1,734 1,359 2,211 
       
Male    - 0,174 0,105 0,098 0,840 0,684 1,033 
       
Education   0,014    
Vocational 
school 0,029 0,158 0,854 1,029 0,756 1,402 
College 0,314 0,156 0,044 1,369 1,008 1,859 
University 0,516 0,196 0,009 1,675 1,141 2,461 
       
Depression - 0,028 0,130 0,832 0,973 0,754 1,256 
Constant 3,003 0,151 0,000 20,137   
 
 
Overall the relationship between employment and doctor visit in occupational health 
care is statistically significant holding other factors equal.  Compared to the reference group 
of full time employed, part time employees are 75% (OR 0.749) less likely to have 
physician visits in occupational health care (but it is not statistically significant because the 
confident intervals cross 1.0).  On the other hand, the people who are short term 
unemployed are 0.459 (46%) less likely to visit physicians compared to the people who are 
full time employed and it is statistically significant holding other factor equal.  Similarly, 
compared to the reference group of full time employees, the people who are long term 
unemployed are 0.368 (37%) less likely to have physician visits at workplace (it is highly 
statistically significant because CIs do not cross 1.0).  It is the same case in occupational 
health care: the youngest group is more likely to visit physician compared to the reference 
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group of the age group of 55-59.  Age groups of 35 to 39 and 45 to 49 both are more likely 
to have physician visits.  In other words, the older a person gets, the less physician visit he 
or she will have.  Regarding gender variable, females are more likely to have physician 
visits in occupational health care (but it is not statistically significant as the confidence 
intervals cross 1.0).  In terms of educational background, there is more physician usage 
with each additional year of education.  People who have vocational education are 1.029 
(103%) likely to have doctor visits compared to people who have no education (but it is not 
statistically significant at 5% level).  Compared to the reference group of people with no 
education, people who have college education are 1.369 (137%) very slightly more likely to 
visit doctors at workplace, and this is statistically significant.  Similarly, compared to the 
reference group, people who have university education are 1.675 over 1.5 times (168%) 
more likely to have physician usage.   The people who are depressed are more likely to visit 
doctors compared with the people who are not depressed (it is also significant at 5% level).  
These results seem to be consistent with previous studies.  People who occupy more stable 
labor market status are more likely to have doctor visits in occupational health care.  For 
instance, full time employees visit doctor more often compared to other groups, especially 
for the long term unemployed (OR for the long term unemployed is the lowest and it is 
significant).   
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Table 23: Odds ratio for physician visits in private health care according to labor market 
status 
 
  
Coef. S.E. P-value Odds ratio 
95% C.I. for odds ratio 
  Lower Upper 
       
Employment   0,499    
Employed       
Full time | | | | | | 
Part time 0,089 0,194 0,647 1,093 0,747 1,600 
Unemployed       
Short term 0,197 0,192 0,305 1,217 0,836 1,772 
Long term - 0,220 0,223 0,323 0,802 0,519 1,241 
       
Age   0,001    
25-29 1,440 0,156 0,001 4,220 3,107 5,731 
35-39 1,112 0,131 0,001 3,042 2,355 3,928 
45-49 0,498 0,103 0,001 1,645 1,345 2,011 
       
Male - 0,416 0,088 0,001 0,660 0,555 0,784 
       
Education   0,141    
Vocational 
school 
- 0,035 0,141 0,805 0,966 0,733 1,272 
College 0,094 0,136 0,486 1,099 0,843 1,433 
University 0,298 0,163 0,067 1,347 0,979 1,853 
       
Depression - 0,305 0,102 0,003 0,737 0,604 0,899 
Constant 2,821 0,135 0,001 16,791   
 
 
Overall, the relationship between employment status and visit a doctor in private 
sector taking other factors into account is not statistically significant (p = 0.499).  Part time 
employees and short term unemployed respondents visit a private doctor more often; 
however, the relationship is not statistically significant at 5% level.  In terms of age, there is 
more physician usage with an additional year of age.  For example, the people who are at 
the age of 25 to 29 are 4.220 or over 4 times (422%) more likely to have physician visits 
compared to the people aged 55 to 59 (this is statistically significant).  Males do not have 
physician visits as much as females (OR 0.660) and it is highly statistically significant.  
Education once again does not seem to have much influence on the level of physician visits 
(overall p = 0.141).  Overall, there is more physician visits with an additional year of 
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education.  However, the coefficients of vocational school and college are neither 
significant (p = 0.805; p = 0.486).  The coefficient on university is significant at 10% level.    
 
Table 24: Odds ratio for physician visits in hospital outpatient clinic according to labor 
market status 
 
  
Coef. S.E. P-value Odds ratio 
95% C.I. for odd ratio 
  Lower Upper 
       
Employment   0,761    
Employed       
Full time | | | | | | 
Part time 0,053 0,170 0,756 1,054 0,756 1,471 
Unemployed       
Short term 0,143 0,173 0,406 1,154 0,823 1,620 
Long term 0,174 0,247 0,481 1,190 0,733 1,932 
       
Age   0,000    
25-29 1,378 0,142 0,000 3,966 3,003 5,238 
35-39 1,111 0,120 0,000 3,037 2,399 3,844 
45-49 0,504 0,095 0,000 1,655 1,374 1,994 
Male - 0,072 0,082 0,377 0,930 0,792 1,092 
       
Education   0,096    
Vocational 
school 
- 0,015 0,135 0,912 0,985 0,756 1,284 
College 0,020 0,127 0,878 1,020 0,795 1,308 
University 0,131 0,149 0,378 1,140 0,852 1,527 
       
Depression - 0,312 0,093 0,001 0,732 0,610 0,879 
Constant 2,550 0,126 0,000 12,810   
 
The relationship between doctor visits in hospital outpatient clinic and labor market 
status is not statistically significant.   Part time employees, short term unemployed and long 
term unemployed respondents visit a doctor more often than full time employees, but the 
outcomes are not significant at the statistical standard level (the confident intervals cross 
1.0).  
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Table 25: Odds ratio for doctor usage in dental care according to labor market status 
 
  
Coef. S.E. P-value Odds ratio 
95% C.I. for odds ratio 
  Lower Upper 
       
Employment   0,449    
Employed       
Full time | | | | | | 
Part time - 0,231 0,225 0,305 0,794 0,511 1,233 
Unemployed       
Short term - 0,226 0,217 0,296 0,798 0,522 1,219 
Long term - 0,278 0,282 0,326 0,758 0,436 1,317 
       
Age   0,001    
25-29 1,231 0,193 0,001 3,425 2,346 5,002 
35-39 0,949 0,174 0,001 2,583 1,835 3,635 
45-49 0,436 0,140 0,002 1,546 1,175 2,034 
       
Male - 0,325 0,117 0,006 0,723 0,574 0,909 
       
Education   0,002    
Vocational 
school 
0,312 0,173 0,071 1,367 0,974 1,918 
College 0,518 0,169 0,002 1,678 1,206 2,336 
University 0,862 0,222 0,001 2,369 1,532 3,662 
       
Depression - 0,011 0,146 0,940 0,989 0,743 1,317 
Constant 3,133 0,165 0,000 22,938   
 
The overall relationship between employment status and possibility of seeing a dentist is 
not statistically significant when controlling for other variables. On the other hand, odds 
ratio for age, gender, educational background are significant.  
 
Discussions   
In general, this thesis aimed to gain better understanding of how the Finnish health 
care system is organized and functions.  In particular, this thesis studied to seek potential 
differences in the use of doctor visits according to labor market status.  The analysis 
showed that there is a greater inequity in doctor utilization between full time employment 
and the people occupying less stable labor market status especially for people who are 
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unemployed over the long term.  For instance, long term unemployed people used public 
health care services 1.93 times more than full time employees.  However, full time 
employees visited workplace physicians 6.43 times more than long term unemployed 
people.  Full time employees visit occupational physicians and private physicians more 
often, whereas the unemployed mainly used public general practitioner services.  Therefore, 
there is a quite clear difference in doctor visits between the employed and the unemployed 
depending on employment status.  Corresponding differences were less pronounced in 
dental care.  
The results in this thesis are somewhat consistent with previous Finnish studies 
showing a higher frequency of visits to public primary health care among the unemployed 
and to occupational health care among the full time employed people.  One valid 
explanation for these results is that evidently the more comprehensive health services 
spectrum available to full time employees in addition to GPs (in public health centers) they 
also have access to the occupational health care physician of the workplace, and they also 
can afford to visit various specialists (including dental care) in the  private sector.  In this 
sense the structure of the Finnish health care system is one of the main reasons for the 
existence of inequity in access to health care services and in this case it is doctor visits.  In 
other words, occupational health care bring great benefits to the people who are employed, 
whereas the unemployed might be worse off.   While one group is better off than other 
groups, it is not economically efficient.   
 
LIMITATIONS 
The percentage frequency between full time employed respondents and other groups 
are disproportionate. There are high frequencies of full time and part time employees, 
whereas frequencies for short term and long term unemployed respondents are lower.  
There are many categorical variables in the analysis; therefore it was hard to interpret the 
data.  In my thesis, I only considered the full time employed, the part time employed, the 
short term unemployed, and the long term unemployed respondents.  Other categories, such 
as permanent full time, permanent part time employees, fixed term employed, full time and 
part time employed are not analyzed in this study.  For example, students who were also 
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excluded from this thesis could earn some wages, and they are considered as fixed term 
employment.    
 
POLICY RECOMMENDATION AND CONCLUSIONS  
Policy recommendation 
 Inequity in access to health care services can impose serious societal problems.  The 
existence of different health care pathways seems to be the major reason of creating 
inequity in access to health care services in Finland.  In other words, this is due to 
organizational issues.  For example, the employed people have more flexibility of choosing 
health care providers, while it is not the case for the unemployed.  Policies that can give 
municipal health care centers services like occupational health care will reduce the level of 
inequity in access to care services.  Also, from my viewpoint the process of re-
decentralization that has been carrying out in Finland can effectively reduce inequity in 
health care services.  
 
Conclusions 
Inequities are unfair or unjust, and inequity in access to health care services can lead 
to health inequalities.  In other words, people who have poor access to health care services 
tend to have poor health status compared to people who have better access to health care 
services.  Furthermore, inequity issues can lead to social problems when one group benefits 
more than other groups.  In other words, the distribution of health care services has become 
a societal issue when it is unequal among populations.  Inequity in access to health care 
services can be associated with different factors.  However, the two most important factors, 
including socioeconomic status and educational level are said to have major impact on the 
level of access to health care services (doctor visits).   
The thesis also accomplished the original study aim of analyzing the impact of 
employment regarding the degree of access to health care services based on odds ratio.  
This thesis used employment status as a quantitative measure for socioeconomic status to 
examine inequity in access to health care services in public health care, occupational health 
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care and private sector.  According to employment status, the degree of doctor visits is 
different among different types of labor market status.  The unemployed are more likely to 
have higher physician usage in public health centers compared to the employed, whereas 
the employed, especially full time employed people, visited workplace physicians much 
more often.  The results of this thesis are consistent with previous studies.  However, in this 
thesis, the level of education does not seem to have an impact on the degree of access to 
health care services.       
Hence, this research can be further studied.  The modeling analysis does not include 
different diseases, such as cardiorespiratory disease and musculoskeletal disease.  The 
impact of diseases can somewhat have an impact on the level of access to health care 
services among different types of employment.  Nevertheless, this thesis has succeeded in 
analyzing the impact of labor market status regarding physician visits in public health care, 
occupational health care, and private sector while taking other factors into account.       
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Cost information (source: Teperi et al. 2009)  
 
A health centre may charge a per-visit or single annual payment for physician appointment. 
A maximum defined single payment is 12.8 euro, which can be charged for a maximum of 
three appointments. An alternative annual payment is a maximum of 25.6 euro per calendar 
year. Separate fees of 17.5 euros can be charged for each visit to a health centre emergency 
clinic outside of business hours, typically weekdays between 8 p.m. and 8 a.m., weekends, 
and bank holidays. Hospitals may charge outpatient consultation fees up to a per visit 
maximum of 25.6 euros, whereas the maximum fee for an outpatient surgery is 83.9 euros. 
The daily charge for health centre inpatient care is 30.3 euros, whereas daily hospital 
inpatient fees are 30.3 euros in general hospitals and 14 euros for psychiatric hospitals, 
which covers all examinations, treatment, 
drugs, and meals. The total annual user charge for public sector services is capped at 590 
euros. After reaching the ceiling, clients receive outpatient services free of charge until the 
next annual period begins, with the exception of daily inpatient charges capped at 14 euros 
per day. Exemption from user fees upon reaching the annual user fee cap is not automatic, 
despite the fact that current information technology could facilitate an automated process. 
Today, patients themselves must collect all of their receipts for out-of-pocket payments and 
formally apply for the exemption. Outpatient drug costs are reimbursed through the NHI. 
Most outpatient prescription drugs and some over-the-counter medications are assigned to 
three different reimbursement levels: 42%, 72% and 100%. Patients are reimbursed 42% 
for most drugs. In addition, patients can receive “special” higher reimbursement for 
medications that treat specific chronic conditions or other serious diseases (e.g. 
hypertension drug costs carry 72% reimbursement, and cancer and diabetes medications are 
reimbursed in full). In order to get special reimbursement, patients must meet eligibility 
requirements outlined by the Social Insurance Institution (SII). For example, to qualify for 
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special reimbursement for hypertension drugs, a patient’s blood pressure readings must 
exceed a specified lower limit. The patient’s physician must then submit a medical 
certificate to the SII stating that the patient has hypertension and meets the SII criteria; 
patients failing to meet the requirements for special reimbursement still receive the basic 
reimbursement. There is a maximum annual cap per patient for out-of-pocket drug costs 
(about 640 euros in 2008), after which point patients pay 1.50 euros per reimbursable 
prescription for the rest of that year. On average, the NHI covers about 70% of outpatient 
prescription drug expenses, and about 56% of NHI drug reimbursement spending in 2006 
was for special reimbursement medications. 
In the private sector, patients initially pay all the costs for their treatment but they may 
claim partial reimbursement from the NHI and voluntary private insurance coverage. Fees 
for private outpatient and inpatient services are reimbursed by the NHI at a rate of up to 
60% of the tariff guidelines set by the government, although many private providers charge 
fees exceeding the 
tariffs. To a lesser extent, voluntary private health insurance coverage is used to supplement 
the low NHI reimbursement rates. However, even accounting for voluntary insurance 
coverage, more than half of private health care costs are paid through out-of-pocket 
spending. By law, occupational health services must be completely free of charge to 
patients. 
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Appendix table 1: Unemployment rates by age and sex in 2001 - 2010 
  
Unemployment rate, % 
15-74    15-64    15-24    25-34    35-44    45-54    55-64    
Sex Year               
Both 
sexes 
total 
2001 9,1 9,2 19,8 9 6,7 6,8 9,1 
2002 9,1 9,2 21 8,9 6,5 6,9 8,2 
2003 9 9,1 21,8 8,7 6,5 6,7 7,6 
2004 8,8 8,9 20,7 8,4 6,8 6,8 7,3 
2005 8,4 8,5 20,1 7,6 6,5 6,4 6,9 
2006 7,7 7,8 18,7 6,9 5,4 6,1 6,8 
2007 6,9 6,9 16,5 6,2 5 5 6,3 
2008 6,4 6,4 16,5 5,8 4,5 4,4 5,4 
2009 8,2 8,4 21,5 8,2 5,7 6,1 6,2 
2010 8,4 8,5 21,4 7,7 6,3 6,5 6,5 
Males 
2001 8,6 8,7 19,6 7,6 6 7,1 9,3 
2002 9,1 9,2 21,2 8,2 6,7 7,4 8,5 
2003 9,2 9,3 21,9 8,6 6,6 7,5 7,7 
2004 8,7 8,8 22 8 6,2 6,9 7,4 
2005 8,2 8,3 20,6 7,1 6,2 6,1 7,2 
2006 7,4 7,5 19 6,1 4,6 6,3 6,9 
2007 6,5 6,6 16,4 5,5 4,1 5,2 6,8 
2008 6,1 6,2 17,1 5,2 3,6 4,2 5,8 
2009 8,9 9 24,1 8,4 6 6,8 7 
2010 9,1 9,3 23,8 8,2 6,4 7,4 7,4 
Females 
2001 9,7 9,7 20 10,7 7,5 6,6 8,9 
2002 9,1 9,1 20,9 9,6 6,3 6,5 7,8 
2003 8,9 8,9 21,6 9 6,5 6 7,6 
2004 8,9 9 19,4 8,9 7,4 6,7 7,1 
2005 8,6 8,7 19,5 8,3 6,8 6,7 6,6 
2006 8,1 8,1 18,4 7,9 6,2 6 6,7 
2007 7,2 7,3 16,6 6,9 5,9 4,8 5,9 
2008 6,7 6,7 15,8 6,5 5,4 4,6 5 
2009 7,6 7,6 19 7,9 5,3 5,4 5,5 
2010 7,6 7,7 19 7,1 6,1 5,6 5,7 
Source: Labour force survey 2010. Statistics Finland 
 
 
Appendix table 2: Employees aged 15-74 in permanent and temporary (fixed-term) employment relationship by sex in 2001 - 
2010, % 
  
Employees, % 
Year 
2001    2002    2003    2004    2005    2006    2007    2008    2009    2010    
Sex                       
Both sexes 
total 
Employees total 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 
- permanent 
full-time work 
75,5 75,3 74,9 74,7 74,4 74,2 74,6 76,1 75,9 74,6 
- permanent 
part-time work 
8,0 8,5 8,7 9,1 9,0 9,4 9,4 8,9 9,5 9,9 
- temporary 
(fixed-term) 
full-time work 
12,6 12,2 12,5 12,1 12,5 12,2 12,0 11,3 10,8 11,5 
- temporary 
(fixed-term) 
part-time work 
3,9 4,0 3,9 4,0 4,1 4,2 4,0 3,8 3,8 4,0 
Temporary 
(fixed-term) 
work total 
16,5 16,1 16,4 16,2 16,5 16,4 16,0 15,1 14,6 15,5 
Part-time work 
total 
11,9 12,5 12,6 13,2 13,1 13,5 13,4 12,7 13,3 13,9 
Males Employees total 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 
Permanent full-
time work 
82,2 82,3 82,1 82,0 81,7 81,8 82,0 83,4 84,0 82,0 
Permanent part-
time work 
4,7 5,1 5,2 5,3 5,3 5,5 5,6 5,3 5,3 5,6 
Temporary 
(fixed-term) 
full-time work 
10,7 10,0 10,2 10,0 10,3 10,0 10,0 8,9 8,0 9,6 
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Temporary 
(fixed-term) 
part-time work 
2,3 2,6 2,5 2,7 2,6 2,7 2,5 2,4 2,6 2,9 
Temporary 
(fixed-term) 
work total 
13,0 12,6 12,7 12,7 12,9 12,7 12,4 11,3 10,6 12,4 
Part-time work 
total 
7,1 7,7 7,6 8,0 8,0 8,2 8,0 7,7 7,9 8,4 
Females Employees total 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 100,0 
Permanent full-
time work 
68,7 68,4 67,8 67,5 67,3 66,8 67,4 68,8 68,2 67,5 
Permanent part-
time work 
11,3 11,9 12,2 12,9 12,6 13,1 13,1 12,4 13,4 14,0 
Temporary 
(fixed-term) 
full-time work 
14,5 14,3 14,7 14,2 14,6 14,4 13,9 13,6 13,4 13,4 
Temporary 
(fixed-term) 
part-time work 
5,5 5,3 5,3 5,4 5,4 5,6 5,5 5,2 5,0 5,1 
Temporary 
(fixed-term) 
work total 
20,0 19,6 20,0 19,6 20,0 20,0 19,4 18,8 18,4 18,5 
Part-time work 
total 
16,8 17,2 17,5 18,3 18,1 18,7 18,6 17,6 18,4 19,1 
Source: Labour force survey 2010. Statistics Finland 
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Appendix table 3: Part-time employed persons by age and sex in 2001 - 2010 
    Part-time employed persons, 1000 persons 
 Age 15-74    15-64    15-24    25-34    35-44    45-54    55-64    65-74    
Sex Year                 
Both sexes 
total 
2001 288 278 93 46 42 45 51 10 
2002 302 291 93 51 43 46 58 11 
2003 307 295 91 49 42 43 70 12 
2004 320 309 95 50 45 45 72 11 
2005 330 315 101 51 47 45 71 15 
2006 343 326 105 54 49 44 74 18 
2007 351 329 106 55 46 48 74 22 
2008 338 316 105 56 42 39 74 22 
2009 343 322 102 58 43 43 77 21 
2010 358 334 99 62 45 41 85 24 
Males 
2001 99 91 34 14 9 13 21 8 
2002 102 95 34 16 9 13 23 8 
2003 106 97 33 14 10 11 29 9 
2004 111 102 35 15 9 13 31 9 
2005 115 105 36 16 10 13 30 9 
2006 117 107 37 18 10 12 30 10 
2007 119 105 35 17 9 13 31 14 
2008 116 102 35 16 8 12 30 15 
2009 115 103 35 18 10 12 28 13 
2010 125 110 35 20 10 12 33 16 
Females 
2001 189 187 60 32 33 32 30 3 
2002 200 196 58 35 34 33 35 4 
2003 201 197 57 35 32 32 41 4 
2004 209 206 61 35 36 32 42 3 
2005 215 210 65 35 37 32 41 5 
2006 226 219 68 36 39 32 44 7 
2007 232 224 71 38 37 35 43 8 
2008 221 214 70 39 34 27 44 7 
2009 228 220 67 40 33 31 49 8 
2010 232 224 64 42 36 29 53 9 
Source: Labour force survey 2010. Statistics Finland 
